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FOREWORD 


When we talk about health, nutrition and sop sae policy in the 
United States we do so in a global context in which food, like oil, is 
being rationed by price, not human needs. The rich eat well, the poor 
not so well or not at all. 

In the United States, the rise in food prices of more than 40 percent 
in 8 years has pushed millions further from an adequate diet. The food 
stamp program and other food assistance programs have helped ease 
the strain on the poor, but the extent to which the diets of vulnerable 
groups has suffered is not known. 

Americans who can afford an adequate diet may not be getting one 
either, however, for rich and poor alike are tempted daily by a food 
system striving to expand demand by tempting the palate with foods 
overloaded with fat, sugar and salt, low in nutritive value, high in 
pleasure value. Our eating habits and the composition of our food 
have changed radically, but we do not have any detailed measure of 
what is happening to the Nation’s nutritional health. 

We do know that millions of Americans are literally sick with diet- 
related illnesses. Five of the 10 leading causes of death 1 in the United 
States have been connected to diet. 

And we do know that millions of Americans are failing to realize 
their full potential because they do not have a proper diet. A study 
done in 1969 estimated that billions of dollars in economic benefits (to 
say nothing of spiritual benefits), are lost nationally each year because 
of improper nutrition. 

In short, we find the United States, amid a world with a cruel im- 
balance in food distribution, pursuing a business as usual policy which 
is not only wasting food and the non-renewable resources needed to 
produce it, but is contributing to ill-health and the short fall of human 
potential. The perpetuation of this policy is founded at least. partly 
on the prevalence of public ignorance about nutrition. 

This report shows that the American public is eating blind. Medical 
schools have underemphasized nutrition with the result that the typi- 
cal physical examination does not involve thorough nutritional evalu- 
ation or counseling. The starkest evidence of medical neglect of nutri- 
tion is the finding of malnutrition in hospitals. Doctors traditionally 
have relied for nutrition examination and counseling on dietitians and 
pulanenisls who simply are not large enough 1 in- number to handle the 
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The result is that the American people know more about what their 
cars need than what their own bodies need. The result is an American 
public tempted by unhealthy food on one hand and weight reducing 
gimmicks on. the other. The result is a physically unhealthy Nation. 

The needs for better education of doctors in the area of nutrition and 
for expansion of nutrition manpower were covered amply in the rec- 
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ommendations of the 1969 White House Conference on Food, Nutri- 
tion and Health. Experts inside and outside the Government have 
known about these problems for years. In 1971, a group of concerned 
officials within HEW proposed a program for improving the Nation’s 
nutrition, including expansion of nutrition manpower and greater ef- 
forts in nutrition education. These proposals have been neglected. 

The inaction of the Executive Branch has helped to prolong public 
ignorance of the impact of diet on health. The reason for this inaction 
cannot be stated with certainty. It may be related to traditional con- 
cepts of the marketplace, in which the public is supposed to base 
decisions on the respective values of product price and product need or 
desirability. This is not, however, a free marketplace in the sense 
which appeals to most. of us Americans. Rather it is an anarchic 
marketplace, where consumers may be uninformed of other variables 
more important than price or taste or color, variables as fundamental 
as health and life itself. 

Dr. Arnold Schaefer, director of the Ten-State Nutrition Survey, 
testified in detail about the location, incidence, and effects of malnu- 
trition in the United States. That testimony, presented to this Select 
Committee, was invaluable evidence for those in Congress fighting to 
expand food assistance programs. But the Administration apparently 
saw greater knowledge as a threat rather than a help. The problem 
of hunger could not be ignored so easily if it was documented so com- 
pletely. The Ten-State Survey was almost immediately reorganized to 
insure that its final report would discuss nutrition only in general 
terms, concealing groups at high risk in broader categories. Dr. 
Schaefer resigned. 

The expedient of non-specificity, of masking areas of malnutrition 
in generalization, has been carried forward into the successor to the 
Ten-State Survey, the Health and Nutrition Survey (HANKS). 
HANES has been crippled further by severe under-staffing. Conse- 
quently, data collection alone takes 214 to 3 years and the drafting of 
reports and statistical analyses, which is assigned to a tiny staff, 
requires another year or more. 

The Administration’s practice of permitting and even perpetuating 
nutritional ignorance apparently extends to the Department of Agri- 
culture’s Household Food Consumption Survey. Formerly scheduled 
to start in January 1976, the survey was delayed at least a year by the 
Office of Management and Budget supposedly for technical reasons. 
But one official reports that, in fact, the Administration did not want 
to be embarrassed in an election year by preliminary findings which 
might very well show a decline in the nutritional quality of the Ameri- 
can diet. 

The Household Food Consumption Survey is important not only 
as a general indicator of the content of the American diet, but as the 
data base for food stamp allotments. Therefore, the delay of a new 
survey permits continued use of data which may keep allotments lower 
than they should be. 

In addition, the Household Food Consumption Survey as it is pres- 
ently structured, does not provide the best basis for establishing food 
assistance allotments because it measures only nutrient intake, not the 
actual nutritional health of the respondents. Experts insist that proper 
analysis of nutritional health must include physical examination and 
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biochemical testing as well as a measure of nutrient intake. The House- 
_hold Food Consumption Survey as currently planned has no nutri- 
tional health component, and therefore, can study what is eaten but 
not the effects of these consumption patterns. | a} tobyict 

There is no system for measuring in a timely, effective manner the 
nutritional health of Americans. As resources become more dear, it is 
mandatory that decisions in agricultural production and food process- 
ing and retailing be guided predominantly by their impact on health. 
An effective, compassionate, healthful food policy must be informed 
by a continuous, detailed monitoring of the Nation’s nutritional health. 

This fundamental premise has been understood for years. Improved 
nutritional surveillance was one major recommendation of the White 
House Conference. HEW officials in 1971 urged and outlined a de- 
tailed plan for nutritional monitoring. Yet today HEW has only a 
shadow of a monitoring system. That piece of a system may, in fact, 
subtract from the nutritional health of the Nation to the degree that it 
stands in for something that it is not. 

The weak, ill-tended nature of the HEW nutrition monitoring effort 
characterizes the Department’s traditional approach to nutrition pol- 
icy. This report documents a history of inadequate nutrition planning 
and coordination, characterized. for at least 8 years by continuous ne- 
glect and a reluctance to face the nutritional health implications of 
agricultural or economic policy. 

In 1945, the Bureau of the Budget recommended a continued coordi- 
nation of nutrition policy among Federal and State agencies in the 
manner which had been developed during World War II. The White 
House Conference made the same recommendation in 1969, as did 
HEW officials in 1971. An HEW coordinating committee was formed 
in 1972, but it was disbanded in 1975. 

We confront, in short, a situation in which concerned nutrition ex- 
perts and officials have made repeated attempts to secure for nutri- 
tional health a proper place in food policymaking and to improve 
nutrition services, only to be met by the systematic indifference of the 
Executive Branch. 

Nutrition programs can be expensive, and changed eating habits 
can require changes in the food industry. But we have reached the 
point where nutrition, or the lack or the excess or the quality of it, 
may be the Nation’s number one public health problem. The threat is 
not beriberi, pellagra, or scurvy. Rather we face the more subtle, but 
also more deadly, reality of millions of Americans loading their 
stomachs with food which is likely to make them obese, to give 
them high blogd pressure, to induce heart disease, diabetes, and 
cancer—in short, to kill them over the long term. We face the 
tragedy of anemic children failing in school and repeating that pat- 
tern of failure throughout their shortened lives. 

The remedies will not all be obvious, or easy; they demand the re- 
thinking of established economic patterns and assumptions. For ex- 
ample, as a representative of a State in which there are cattle-growers, 
I know very well that many livelihoods are tied to the cattle industry. 
I also recognize that concerns over grain feeding cannot be dismissed 
out of hand, that such issues must be faced squarely and that, if the 
facts require change, then we must change in a manner which protects 
the interests of food consumers and producers alike. 
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Our hope as a’ Nation rests now, as it always has, on the active, in- 
formed involvement of our citizenry, as much in the area of food 
policy as any other. The public must have access, and it does have a 
right, to proper nutrition evaluation and counseling. The Nation 
needs continuous monitoring of its nutritional health. And all Govern- 
ment nutrition activities must be given coordination and direction. 

The strength of the Nation is based on the health of its people. 
We must realize that the simple act of choosing our diet, day after 
day, determines our personal health and national health and may 
well affect the health of other nations. Americans eat on as they have 
at their peril. 

Grorce McGovern, 
Chairman. 


NOTE 


The Senate Select Committee on Nutrition and Human Needs held 
hearings in June 1974, to measure the progress that had been made in 
achieving the goals set at the 1969 White House Conference on Food, 
Nutrition and Health and to focus attention on the need for a compre- 
hensive national nutrition policy. 

This report is the fifth in the series of staff studies expanding on 
recommendations and testimony offered at the hearings and intended 
to set specific objectives for United States food and nutrition policy. 

This report will concern itself primarily with America’s self- 
knowledge about its nutritional health; more specifically, the avail- 
ability of nutrition evaluation and counseling to individuals and the 
adequacy of our national nutrition monitoring system. The bureau- 
cratic and political problems of applying nutritional health consid- 
erations to food policy are also examined. Nutrition education outside 
the medical setting, the status of nutrition research and the nutritional 
quality and safety of food are topics left to further inquiry. 

The other reports in the staff series are: Nutrition and the Interna- 
tional Situation—September 1974; Nutrition and Food Availability 
(discussing food production and retailing)—January 1975; Vutrition 
and Special Groups, Part I—Food Stamps—March 1975; Nutrition 
and Government—Towards a National Nutrition Policy—May 1975. 
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INTRODUCTION 





EATING IN THE DARK 





The problem of disease prevention itself has changed radically since 
1900 when pneumonia, influenza and tuberculosis were the leading kill- 
ers. Today, heart disease, cancer and stroke... claim our attention... 
there is much greater recognition today that the kinds and amounts of 
food and liquor we consume and the style of living of our sedentary so- 
ciety are major contributing factors to the development of chronic 
illness and to change these patterns of behavior requires the active in- 
volvement of the individual—The Department of Health, Education, 
and Welfare’s Forward Plan for Health, fiscal year 1977-81. 

One in three men in the United States can be expected to die of heart 
disease or stroke before age 60 and one in six women. It is estimated 
that 25 million Americans suffer from high blood pressure and that 
about 5 million are afflicted by diabetes mellitus. These diseases have 
been directly related to over-consumption of certain foods." 

At the same time, millions of Americans are not receiving the nu- 
trients they need. The Department of Health, Education, and Wel- 
fare’s Health and Nutrition Evaluation Survey ( HANES) reported 
in 1974, for example, that significant numbers of children are deficient 
in iron. The highest incidence of this learning impeding deficiency was 
found among black children, ages 1 to 5, above the poverty line, where 
22 percent were affected. Protein deficiency was found to increase with 
age, hitting hardest among whites age 45 to 59, where 15 percent of 
the sample was found affected. 

The consequences of malnutrition both through the over- and under- 
consumption of nutrients 1s expensive not only in terms of human 
suffering and wasted potential, the monetary cost is staggering. 

Dr. George M. Briggs, professor of nutrition at the University of 
California at Berkeley told the Select Committee at hearings in De- 
cember 1972, that the annual health bill to the country from hunger 
and improper eating habits might be as much as $30 billion, or at that 
time, about one third of the Nation’s health costs. HEW reported the 
health care costs to be $104 billion in 1974. Dr. Briggs’ estimate was 
based on a report issued in 1971 by the Department. of Agriculture, 
Benefits of Human Nutrition Research (Appendix A). Dr. John W. 
Farquhar, of the Stanford University Medical Center, told the Na- 
tional Nutrition Policy hearings that the elimination of obesity in the 
United States might cut in half the $24 billion being spent on treat- 
ment of premature cardiovascular disease. 

In a paper prepared for the Select Committee in 1969, Economic 


1 Statistics from reports and testimony presented to the Select Committee’s National 
Nutrition Policy hearings, June 1974, appearing in National Nutrition Policy Study, 1974, 
Ae June 21, 1974, Heart disease, p. 2633; high blood pressure, p. 2529; diabetes, 
p. 
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Benefits from the Elimination of Hunger in America, Barry M. Pop- 
kin, of the Institute of Research on Poverty at the University of Wis- 
consin, made the following estimates of economic benefits that might 
flow from eliminating malnutrition among the poor (Appendix B). 

Education—Improved nutrition improves learning, prevents an in- 
terruption of cognitive development and increases the ability to con- 
centrate and work ($6.4-19.2 billion). 

Physical Performance—Improved nutrition increases the capacity 
for prolonged physical work, raises the productivity of workers and 
increases the motivation to work ($6.4—-25.8 billion). 

Morbidity—Improved nutrition results in higher resistance to dis- 
ease and lowers the severity of disease ($201-502 million). 

Mortality—Improved nutrition decreases fetal, infant, child and 
certain types of maternal mortality ($68-157 million). 

Intergenerational Hffects—Improved nutrition makes healthy 
mothers who have healthy children. Also, better educated parents lead 
to better educated children ($1.3-4.5 billion). 

It is clear that poor nutrition is a major public health problem in the 
United States. Its cause is rooted in our habits and our economic sys- 
tem, and it is a problem greatly aggravated by ignorance. 


Tue Diseases oF Over-ABUNDANCE 


Testifying at the National Nutrition Policy hearings, Dr. William 
E. Connor, co-chairman of the Select Committee’s panel on nutrition 
and health, reported : 


The vast majority of Americans suffer from over-abundance of food. The 
changed ecology of our land ... has led to.a whole new spectrum of diseases in 
which nutritional factors either play the prime etiological role or else are highly 
contributory to the development of the given disease state, that is coronary heart 
disease, obesity, and so on. 

He presented the following list of primary or contributing dietary 
factors in some of the most widespread diseases, 

1. Coronary heart disease—An excessive amount of cholesterol, sat- 
urated fat and calories in the diet. 

2. High blood pressure—Dietary salt and excessive calories con- 
tributing to obesity. 

3. Diabetes mellitus—Excessive calories with associated obesity 
(also high dietary cholesterol and saturated fat intakes may predis- 
pose to the vascular complications of diabetes). 

4. Obesity—Excessive calories and lack of physical activity with 
the result that caloric intake exceeds caloric expenditure. 

5. Dental caries—High intake of sugar. 

6. Liver disease—Excessive usage of alcohol. 

Table 1 shows the 10 leading causes of death in the United States, 
with the diet-related illnesses noted. 
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TABLE 1.—DEATH RATES FOR THE 10 LEADING CAUSES OF DEATH, UNITED STATES, 1972 
[Based on 10 percent sample of deaths; rates per 100,000 population] 
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Je Centaincauses of mortality inveaniwilnfancVes-.- 252-226. eo ee ee oe 16.4 Med 
SRE ATLEGIOSGLGKOSI Suter tetera a et ee tL 15.8 We 
OR GITENOSIS{OiliVelgE eee eee a I i el aE ee 7 ley 
LOM Bronchitiswempnyseniavandeasthmaees*. 20-2 62 a Pee 13.8 125 
AOTC CAUSES uci es wi a A Ce ela ae Ce 148.9 15e8 


1 Nutrition related causes. 


These illnesses, even though they are related to the over-consump- 
tion of certain foods, are not peculiar to any one income level. Figure 1, 
from the HEW Health and Nutrition Evaluation Survey (HANES), . 
shows that obesity, one of the nation’s major health problems, is suf- 
fered almost equally at almost all income levels. 
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Experience in other nations as well as our own indicates that a gen- 
eral reduction of certain foods in the diet is likely to lead to improved 
health. Figure 2 shows, for example, that there 1s a greater incidence 
of death from heart disease in the more affluent nations where the in- 
take of cholesterol is higher. 
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Ficurr 2.—The death rates from coronary heart disease (arteriosclerotic and 
degenerative heart disease, category B26) compared with mean daily intake 
of cholesterol in diet for 24 countries. The death rate is expressed in deaths 
per 100,000 population in men aged 55-59, 1955-1956. The mean cholesterol in- 
take in milligrams per day per person was computed from food balance sheets 
for years 1952 through 1956. The correlation coefficient (r) was 0.83 and was 
highly significant (p < 0.01). (4). 


European experience during World Wars I and II offers further 
evidence that reduction in consumption can be healthful. A Library 
of Congress report, Hunger and Malnutrition in the United States : 
How Much?, pubished in May 1975 says: 


The burden of serious American dietary deficiency falls on the poor, disad- 
vantaged children, the incapacitated elderly, Indians on isolated reservations, 
and upon those in need who have no knowledge of the various food assistance 
programs or who live in jurisdictions which are unsympathetic to the problem. 
A more fortunate situation could be one in which the entire population was 
tightening its nutritional belt in total calories and in selection of foods. 

The basis for this statement lies in certain results observed during generally 
diminished or inadequate food supplies associated with war, including seiges 
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and blockades. Along these lines Gert H. Brieger has noted that there was a 
reduction of the incidence of heart disease during World War I. There was also 
a decrease in morbidity and mortality from diabetes in Germany and Aus- 
tria ... also during the severe shortage of food at the World War II seige of 
Leningrad, cardiovascular diseases declined. A similar drop in this class of dis- 
eases also occurred in Sweden and Norway. (D. Mark) Hegsted makes a similar 
observation concerning the British during World War II: 

“We should also remind ourselves that a food crisis does not necessarily mean 
a deterioration in the nutrition of the population. One of the great nutrition 
experiments of all time—that conducted by the British during World War II— 
demonstrated that in the face of an extremely limited food supply and 
considerable opposition, the nutritional status of the population actually 
improved .. .” 

Diet and Ewercise, a report issued by the Swedish government in 
1972, says: 

We currently obtain nearly 60 percent of our energy requirements from fat and 
sugar aS compared with less than 30 percent at the turn of the century. The 
higher the fat—and/or sugar content of a diet or a foodstuff, the lower the con- 
tent of important nutrients such as proteins, minerals and water-soluble vita- 
mins. Today’s diet thus contains less of many essential nutrients per unit of 
energy. Moreover the trend in modern western societies is toward less and less 
physical activity. 

The trend in nutritional content of America’s food is similar. The 
national food consumption survey conducted in 1965 by the Depart- 
ment of Agriculture found that the number of Americans receiving 
a nutritionally adequate diet had declined from 60 to 50 percent in 
10 years. As will be noted later in this report, some fear that the next 
consumption survey will show the decline continuing. 

The Swedish report gave the following advice “as regards average 
diets in Sweden”: 

—The fat content should be reduced ... 

—The consumption of sugar and sugar-rich products should be reduced by at 

least a quarter. 

—Saturated fat should as far as possible be replaced by polyunsaturated fats. 

—The consumption of vegetables, fruit, potatoes, dairy products with a low 

fat content, fish, lean meat, poultry, bread and other cereal products should 
be proportionately increased in accordance with proposals from the Na- 
tional Institute of Public Health. 

The diet is very similar to the “alternative” diet for reducing fat 
and cholesterol consumption recommended by the Select Committee’s 
panel (Appendix C). 


UNpDER- NUTRITION 


The under-consumption of nutrients, the other half of the nation’s 
nutrition problem, is widespread, and it affects many of those also 
afflicted by diseases just mentioned. Dietary deficiencies may affect 
stamina, outcome of pregnancy, learning ability, growth and suscepti- 
bility to illness. 

The 1965 Household Food Consumption Survey, conducted by the 
Department of Agriculture, found insufficient dietary intake of vita- 
mins A and C, B,, thiamine, riboflavin, iron, and calcium among sig- 
nificant numbers of its sample population. The Ten-State Nutrition 
Survey, directed by HEW and gathering data from 1969 to 1970, also 
found substantial nutrient deficiencies, as did the most recent nutrition 
survey, HANES. The preliminary HANKS report, based on data 
gathered between 1971 and 1972, found great deficiencies in nutrient 
intake, especially among persons below the poverty level (Table 2). 
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TABLE 2.—COMPARISON OF PERCENT OF PERSONS WITH NUTRIENT VALUES LESS THAN THE STANDARDS AND 
MEAN NUTRIENT INTAKES AS A PERCENT OF STANDARD BY RACE, AGE, AND SEX FOR INCOME LEVELS: UNITED 
STATES, 1971-72 (HANES PRELIMINARY) 





White Negro 
Percent of Percent of 
persons persons 
with intakes Mean intake with intakes Mean intake 
less than as percent less than as percent 
Age, sex, and nutrient standard of standard standard of standard 
INCOME BELOW POVERTY LEVEL! 
1 to 5 years, both sexes: 
Calin sees st es eS ke cee ee 14, 42 197 35. 26 149 
[ON see ta ae ee hse 94. 46 67 93.01 60 
NitamingA: 222-2228 eae eee Seo) 160 46.07 187 
Vitamink Gere. 622 = bee ee ee 58. 23 138 48.54 161 
18 to 44 years, female 
VG EUN TT oe ee a, Sey me Ie Re i ec 56. 39 110 74,50 80 
WONnbe See = oes ee een 94. 24 57 94. 66 49 
Vitaming Aveo ss. cee oh oe eee eee 73.54 82 64. 42 149 
NitaminiG ss tee be ee 72. 26 108 59:37 132 
60 years and over, both sexes: 
Calctum= 22 ot See ee 40. 43 121 44,67 108 
TONS ee ee ee ae 62. 66 95 67.31 93 
WitamintA: 222 oom 2 fee Se ee 61.45 108 62. 40 163 
Vita mini Geese ee Be ee 59. 16 119 54.65 141 
INCOME ABOVE POVERTY LEVEL! 
1 to 5 years, both sexes: 
ro Nees Sie Soe yee oer § eee eee 12.14 210 24, 96 166 
[hONe ee ee Ge te eee 94. 88 69 95. 29 66 
WitaminvAs. 222 = sees ee ee: See 36. 91 157 51.01 199 
Vitamin Geers. ee ot os ee 42.82 189 52.91 160 
18 to 44 years, female 
CS (Tf ae ase SE eee ae Se 55. 59 110 71. 69 77 
(OD 2 ee ee & eee eee 92.13 59 94.70 55 
VitamingAeeee ae oe koe el ees 64. 90 114 67. 36 116 
NitaminiGiccs a wee ot cae Se 2s er 49.04 150 56. 81 127 
60 years and over, both sexes: 
Callan 2: 22 eee eis So eee eee eee 34, 41 142 47.71 117 
IV oy ica 3 epee RLS Sino Reet Mie ea 46. 97 114 64. 57 109 
Vitamilt heres ee eee ee ease ae 55. 56 196 52.24 226 
VitaMiMGe 2) oe bo ee eee 38. 96 174 43.78 165 


1 Excludes persons with unknown income. 


The following figures show HANES’ biochemical measurements of 
nutritional condition, perhaps a more accurate measure of nutritional 
status than that offered by data in nutrient intake. 
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Figure 3—Percent of persons with low hemoglobin values by age, sex, and race for income levels, 
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Fieure 4.—Percent of persons with low hematocrit values by age, Sex, and race for income levels, United States 1971-72 (HANES 
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FiaurE 5.—Percent of persons with low serum iron values by age, sex, and race for income levels, United States 1971-72 (HANES 


Preliminary ) 
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Figure 6.—Percent of persons with low transferrin saturation values by age, sex, and race for income levels, United States, 1971-72 
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While nutrient deficiencies strike at most income levels, the fore- 
going figures show that the poor are at greatest nutritional risk. This 
was also a finding of the Household Food Consumption Survey and 
the Ten-State Survey, which said: 

... persons with lower income, with lesser parental education, blacks, Span- 
ish-Americans, and persons from low-income areas tend to have a higher preva- 
lence of multiple deficiencies. 


Oruer Factors AFFECTING NUTRITIONAL HEauttH STATUS 


Perhaps the most significant factor affecting the composition of the 
American diet is food prices. Food prices rose 43 percent between Sep- 
tember 1972 and September 1975. This rapid increase has led families 
to trade down on the food scale, for instance from meat to beans, caus- 
ing an increase in the prices of staples. At the same time, shoppers are 
reported to be buying less convenience foods and returning to basics. 

Another significant factor is the shift to eating more meals away 
from home. Between 1971 and 1974 the percent of personal income 
spent on meals away from home rose from 3.4 to 3.5 percent, and the 
trend is expected to continue. | 

An HEW internal report on nutrition, written in 1971, What Should 
be the Department’s Role in Nutrition and Diet Pertaining to Health? 
(Appendix D), to be discussed throughout this report, said that chang- 
ing patterns of consumption have “made obsolete some of the food for- 
tification and improvement practices initiated by regulations over the 
last 20 to 30 years . . .” | 

Still another factor is the change in composition of foods and the 
use of food additives. In many cases, we possess inadequate knowledge 
of food composition, and we are unable to measure its impact. In testi- 
mony before the Agriculture Subcommittee of the House Appropria- 
tions Committee, in April 1974, T. W. Edminster, director of USDA’s 
Agricultural Research Service, said that there were serious inadequa- 
cies In data on nutritive value of foods. In answer to a question from 
Subcommittee Chairman Whitten on the seriousness of the problem of 
out-dated information, Mr. Edminster said: | 
We are getting a great deal of pressure from both Government agencies and 
industry to extend and revise our reference tables, of which Agriculture Hand- 
book 8, on the Composition of Foods, is the major source reference. It was last 
revised in 1963. The only reference table dealing with amino acid content of foods 
dates back to 1957. The only one summarizing data on three of the more recent 
B-vitamins was issued in 1969. And in many of these, only a few hundred food 
items may be listed, in contrast to the several thousand now in the market. 

Various curative and biological control preparations, increasingly 
being introduced into the market, also affect nutritional health, For 
example, use of contraceptive steroid pills may affect Vitamin B, 
nutrition. 


Nutrition KNow.eEpGE 


In spite of the evidence relating nutrition to health, the obvious 
changes in eating habits and in food itself, Americans have almost no 
access to a means of measuring their individual nutritional health. 

Although there is ample evidence of widespread nutrient deficiency 
and imbalance, the average medical examination does not thoroughly 
inquire into the nutritional status of the patient. The rate for heart 
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attack among men from 35 to 44 years is five times greater when the 
blood cholesterol level is over 260 mg% than if it is under 200 mg%, 
yet how many men know their cholesterol level ? Iron deficiency anemia 
is widespread among children and can affect learning, but how many 
mothers know the iron status of their children ? 

A draft. report on nutrition research now being prepared by the 
Nutrition Interdisciplinary Cluster of the President’s Biomedical Re- 
search Panel of the National Academy of Sciences says: 

In general, our approach to good nutrition has been to provide the recom- 
mended dietary allowance of nutrients for everyone and more recently to restrict 
excess caloric intake to reduce the risk for certain diseases. Even though this 
approach through public health measures and education has been extremely 
beneficial, it is inadequate in providing optimal nutrition for the individual. 

Chapter I of this report will show that the medical profession has 
been extremely slow to take nutrition seriously. Doctors and nutri- 
tionists consulted in the preparation of this report said uniformly that 
nutritional evaluation in most physical examinations is done in a cur- 
sory fashion, if at all; that no uniform standards are currently being 
applied in nutritional assessment; and that doctors generally do not 
follow up on prescribed diet changes even though experience indicates 
that the importance a physician attaches to a diet is a major factor in 
its success. Possibly the most striking evidence of the medical profes- 
sion’s disdain for nutrition, however, are the findings of malnutrition 
in hospitals. 

In addition to those ignorant of their nutritional status, there are 
millions of people suffering diet-related chronic illnesses who need 
proper diet management but who are not receiving it, largely because 
of a shortage of qualified nutrition counselors. An article by Dr. Law- 
rence Power, chief of medicine and chief of endocrinology at Detroit 
General Hospital, offered in testimony at hearings on national health 
insurance, held in July 1974 by the House and Ways Means Commit- 
tee, discusses this problem: 

... the average patient today is disabled by a disease that has been present for 
five or ten or more years. The leading causes of death in the United States are 
now coronary artery disease, obesity, emphysema, hypertension, diabetes and 
cerebral vascular disease. They are all characterized by progressive (often 
asymptomatic) stages of development evolving over many years. Yet “the sys- 
tem” continues to address itself to “the crisis.” Its emphasis, for example, is on 
the heart attack and its management, not the coronary artery disease that leads 
to it and its prevention. 

Most patients presently in need of medical care do not have traditional dis- 
ease illnesses .... Most patients have long term, quietly grumbling disabilities 
that are manageable for protracted periods of time. Diabetes and arthritis come 
readily to mind. Such patients require the kind of supportive services that few 
existing health care centers are able to give. Such patients need a new kind of 
health provider. They need new ways of being instructed in the management of 
their disorders .... The average patient is taught little or nothing about his 
medication and even less about the aims of therapy. AS an example of these 
shortcomings in the diabetic section area, many patients recently selected at 
random from within our own waiting room population could not indicate what a 
food exchange was, why they were testing their urine for sugar, and the mean- 
ing of ketones. if they found them. 

As will be discussed, the HEW internal report, What Should be the 
Department’s Role in Nutrition and Diet Pertaining to Health? (Ap- 
pendix D), indicates that HEW has been aware of the shortage of 
manpower in nutrition counseling at least since 1971, but it has not 
acted on the study’s recommendations. 
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Monrtrorinc NatronaL NutTRITIONAL H®ALTH 


_ Chapter II of this report discusses the failure to establish an effec- 
tive nutrition monitoring system in the United States and the con- 
sequences of this failure. 

We find, for example, that the nutrition data being used to establish 
the allotment for the Food Stamp program, as well as standards for 
other public and private users, are inadequate, being drawn solely from 
the USDA’s Household Food Consumption Survey, which measures 
consumption patterns but does not measure the impact of consumption 
on health through physical examination and laboratory testing of bio- 
chemical condition. ’ 

The first survey to measure both consumption and nutritional 
health—the Ten-State Nutrition Survey—was conducted from 1969- 
1970 and was prematurely dismantled when its findings of malnutri- 
tion began to ferce expansion of Federal feeding programs. Its suc- 
cessor, the Health and Nutrition Evaluation Survey, has provided use- 
ful information, but its use is extremely limited because it does not 
identify at-risk groups by location nor are data provided in a timely 
fashion. 

Furthermore there is a need for a continuing monitoring system 
aimed especially at groups at high nutritional risk that would not 
only check physical and biochemical status but measure and report 
on the probable impact of changes in food prices and other important 
variables. 

The internal HEW report mentioned above indicates that the De- 
partment was advised by its own officials as early as 1971 of the need 
to improve nutrition surveillance, but it has not followed the steps 
recommended. 

Fruytine THE Vacuum 


The vacuum in individual and collective nutrition knowledge leaves 
the field open for “painless” diet plans and fraudulent reducing 
devices. It also allows the food industry through advertising to guide 
diet choices toward the most profitable foods and toward ever-increas- 
ing food consumption. The report of the Select Committee’s subpanel 
on obesity and disease said : 


Since promotion of food is relevant to obesity, it is important to know the 
magnitude of expenditures for food advertising. Ullrich and Briggs (J. D. 
Ullrich and G. M. Briggs in “The General Public” in U.S. Nutrition Policies in the 
Seventies) state that this amount is about four billion dollars yearly. In contrast, 
the Nutrition Foundation, an agency to which many food industry groups belong 
and which has unbiased and sound nutrition as one of its aims, has only about 
$100,000 per year available to it for this purpose. Educational materials prepared 
by the National Dairy Council and National Livestock and Meat Board are in 
wide use in many classrooms around the nation. 

How much money is available for education in obesity prevention to a repre- 
sentative consortium of consumers and health scientists, free of even indirect 
obligation to the food industry? How much of the public’s current attitudes and 
information are determined by the nature of the advertising to which they are 
exposed ? 


Not only do television networks find great economic advantage in 
food advertising, they would find considerable economic peril in run- 
ning ads attempting to counter heavy consumption of the foods found 
related to health problems, A television executive said in an interview 
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he was free to run nutrition spots showing the virtues of eating nutri- 
tious foods that would be alternatives for food such as candy but that 
pressure from advertisers would not permit spots advising reduced 
consumption of foods containing high levels of cholesterol or sugar. A 
recent article in the Wall Street Journal reported that “a large soft- 
drink company” had pulled its ads off WBZ in Boston for a month 
after the station’s consumer reporter read a list of “10 terrible foods,” 
produced by the Center for the Study of Science in the Public Interest. 
Included in the list were: Pringels potato chips, Wonderbread, bacon, 
Gerber baby food and Coca Cola. 

Attempts to solve nutrition problems through greater general infor- 
mation, such as nutritional labeling, are important, but even this 
information may be overridden by advertising. The Federal Trade 

Yommission has attacked various erroneous nutrition claims and is 
now considering a trade regulation that would require food advertis- 
ers to provide nutrition information in any ad making a nutritional 
claim. 

The commission rejected, however, a staff proposal for a regulation 
that would require nutrition information to be included in every food 
ad. 
The report supporting the staff position strongly implied that 
although certain foods are required to have nutrition labelling, this 
does not provide adequate protection for the consumer : 

The existence of nutrient labelling is itself an affirmative reason in support of 
advertising disclosure. Without advertising disclosure, massive food advertising 
may well undermine or even defeat the intended purpose of nutrient labels. Mas- 
sive food advertising which avoids the subject of brand—specific nutrition infor- 
mation—and instead attempts to sell food products solely for such factors as 


taste, appearance and association with social pleasures—has the capacity or 
tendency to obscure the importance of nutrition and to reduce the importance 


or relevance of nutritional labels to consumers. 

The report further noted a study which indicates that “in the ab- 
sence of information to the contrary from an authoritative source, 
consumers believe that heavily advertised name brands are good prod- 
ucts, high in nutrient value.” 

Hearings on the new regulations will be held in January or Feb- 
ruary 1976. But there is almost no chance that the Commission will 
reverse itself and accept the staff-proposed rule. An official said the 
food industry “is ined up to fight World War III if necessary” to 


prevent it. 
Foop PrRopucrion AND Nvurririon Ponicy 


Until recently it was assumed that traditional patterns of agricul- 
tural production and food marketing could be relied upon to provide 
the majority of Americans with a nutritous diet. 

The rise in food and energy prices, starting in 1972, is changing that 
viewpoint, however. Conservation of resources is replacing consump- 
tion as a guide, and the worldwide trend is toward the most effective 
use of all resources, including food. Whereas resources were perceived 
to be adequate to provide unlimited selections of all foods, it is now 
becoming clear that choices must be made between types of food to be 
grown. Whereas the choice of food to be grown has traditionally been 
left to the agricultural community, the reduction of plenty is requiring 
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food producers and manufacturers to share with others in the de- 
~ cisions of how limited resources will be used. 

This is the challenge of Frances Moore Lappe in Diet for a Small 
Planet in which she argues that continued high consumption of grain- 
fed beef in the United States and other nations may be leading not 
only to health problems because grain-fed beef has a high fat content 
but to the wasting of food resources since it is more efficient to con- 
sume grain directly than through livestock. Lappe estimates that the 
United States feeds about 90 percent of its oats, corn, barley and 
sorghum to animals as well as “considerable” quantities of milk 
products, fish meal and wheat germ. Quoting an official of the USDA’s 
Economic Research Service, she reports “we in the developed countries 
use practically as much grain as feed as those in the poor countries eat 
directly as food.” (The high price of grain recently has brought some 
reduction in cattle feedlot operations. A USDA economist estimates 
that about 54 percent of U.S. cattle were grain-fed in 1975 compared 
to about 70 percent in 1974. He expects, however, that grain-feeding 
will rise to about 60 percent by the end of 1976.) 

In his conclusion to U.S. Nutrition Policies in the Seventies, a col- 
lection of reports by experts, based on the findings of the White House 
Conference, Dr. Jean Mayer, organizer of the conference and the Select 
Committee’s hearings says: 

.. . the eomplex food supply of a country of over 200 million can no longer be 
allowed to evolve solely in response to ‘“‘the forees of the market.”’ 

The challenge to the traditional formulators of food policy was 
acknowledged by the Department of Agriculture’s chief economist, 
Don Paarlberg, in a speech given in September 1975 to the National 
Public Policy Conference (Appendix E). He said: 


The biggest issue of agricultural policy is this: Who is going to control the 
farm policy agenda and what subjects will be on it? 


HEALTH, THE GOVERNING Factor 


In times of shortage, health must be the governing factor in the allo- 
cation of resources. The importance of this principle is made clearly in 
a speech by Dr. C. E. Butterworth, former head of the American Med- 
ical Association’s Council on Food and Nutrition and director of the 
Nutrition Program at the University of Alabama Medical Center, 
delivered in May 1975 to the American Society for Clinical Nutrition : 

. Shall the farmer plant his crop oblivious to the health needs of the nation? 
Must the consumer depend on cleverly contrived television commercials to diag- 
nose his symptoms and formulate appropriate treatment? May the State Depart- 
ment permit overseas shipment of food without first determining the potential 
effect of such shipment on the health of both the donor and recipient nation? 

Under circumstances of reduced resources and increased complexity, 
it becomes essential that a nation have the best. possible knowledge of 
its nutritional status so that health considerations can properly guide 
food policy. 

Controt oF Nutrition Poricy 
Chapter IIT of this report describes the random efforts of the De- 


partment of Health, Education, and Welfare to coordinate nutritional 
health policy. 
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It is apparent from the internal report mentioned earlier, What 
Should be the Department’s Role in Nutrition and Diet Pertaining to 
Health? (Appendix D), that HEW officials had, as early as 1971, a 
clear, comprehensive description of nutrition problems and possible 
solutions, but for a variety of reasons, the Department has yet to either 
organize internally around a nutritional health policy or provide 
leadership in food policy in general. 

Key factors in the inability to organize nutrition activity within the 
department have been the fear of pursuing nutritional health policy 
into areas traditionally dominated the Department of Agriculture and 
fear of developing data would challenge the effectiveness of Adminis- 
tration economic policies and support spending for food assistance. 
Failure to settle fundamental questions at the top of the Executive 
Branch and the top of HEW have made it impossible to formulate 
and coordinate policy in the ranks within the responsible agencies. 


CHAPTER I 


ACCESS TO INDIVIDUAL NUTRITION ASSESSMENT 





The greatest present need is for physicians to educate themselves in 
the whole area of nutrition. It is not enough to know simply that there 
are four basie foods; and physicians, particularly medical educators, 
should accept the criticisms of some laymen and women that there are 
few full-time departments of nutrition in medical schools .. . physi- 
cians should educate themselves, and hence their patients.—Dr. Edward 
H. Rynearson, from an address delivered to the meeting of the Amer- 
ican Medical Association, June 26, 1973. 

There has been a drive for more than 10 years to make nutrition a 
respected element of education in all medical schools. In 1962, the 
Council on Foods and Nutrition of the AMA and the Nutrition Foun- 
dation, an organization supported by the food industry, sponsored a 
conference on the teaching of nutrition in medical schools, at Chicopee 
Falls, Massachusetts, after an AMA survey found that “medical educa- 
tion and medical practice have not kept abreast of the tremendous ad- 
vances in nutritional knowledge” and “there is inadequate recognition, 
support, and attention given to this subject in medical schools.” 

A number of studies in addition to the AMA’s have documented 
this failing. In 1958, E. G. High reported in the Journal of Medical 
Education that nutrition was not being adequately covered in medical 
school curricula, based on questionnaires received from 60 schools. A 
study by Chi-Pang Wen, Hayleon D. Weerasinghe and Johanna T. 
Dwyer, Nutrition Education in U.S, Medical Schools, reported in the 
Journal of the American Dietetic Association, October 1978, surveyed 
catalogs of medical schools as current as 1972 and studied questions on 
nutrition appearing in review books for medical exams. The research- 
ers acknowledged that the study of catalogs had limitations, but they 
found: 

.. . 20 percent of the medical schools surveyed provided some nutrition edu- 
cation in the core curriculum ; however, only one-fifth of them—representing 4 
percent of all medical schools—offered an independent course. Nutrition “topics” 
were usually included in deseriptions of biochemistry courses in the basic science 
curriculum and were seldom mentioned as components of clinical courses. The 
Situation apparently hasn’t changed since the last survey in 1958. 

The study found that the nutrition questions in the review books 
were inadequate in quantity and quality, and it said: 

Thus to improve nutrition education in medical schools and/or upgrade the 
competency of medical practitioners in nutritional counseling and referral, it may 
be necessary to educate those who construct medical board and licensing ex- 
aminations as to what nutritional information is needed by physicians in their 
daily practice. 

A report by Dr. Margaret G. Phillips, The Nutrition Knowledge of 
Medical Students, published in the January 1971, Journal of Medical 
Education, found that the performance on a nutrition exam given in 
1967 to second year medical students in four Massachusetts medical 
schools indicated the majority “were not familiar with many of the 
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basic concepts and information related to nutrition that the panel of 
experts considered to be important for them to know.” Out of a pos- 
sible 100 points, School A scored 46; B, 35; C, 37; and D, 39. 

The Chicopee Falls conference recommended that each medical 
school designate a person or committee to be responsible for nutrition 
education and take other steps to raise consciousness about, and greater 
financial support for, nutrition education. 

Ten years later, the same groups held a similar conference in Wil- 
lhamsburg, Virginia, and the summary of the proceedings reported: 

While progress has occurred in some schools since that time (1962), the teach- 
ing of nutrition has not generally been integrated into the curriculum of the 


medical student, the training of the house staff or the allied health profes- 
LOLS aes. 

There were ‘a few identifiable teaching units in nutrition within American 
medical schools ... with a formally named director, coordinator and staff. 
Some of these present required courses in nutrition supported by electives. In 
other schools the nutrition content is interspersed within the curriculum of the 
usual departmental teaching programs and specifically defined nutrition courses: 
exist only as electives ... 

Rarely does there exist funding specifically assigned to support nutrition train- 
ing of medical students. Federal funding for this purpose has not been allocated. 
The existing training grants in nutrition provided by the National Institutes of 
Health are designated for research training, not for teaching applied nutrition 
to medical students. 

Dr. Philip White, head of the AMA’s Department of Foods and 
Nutrition, the successor of the Council on Foods and Nutrition, reports 
that there has been “very definite progress since the 1972 conference.” 
A report compiled in 1974 by the AMA’s Department of Foods and 
Nutrition said that of the 85 medical schools responding to a ques- 
tionnaire (there are about 110 medical schools in the United States) 
57 had identifiable course material in nutrition in their curricula. 
Twelve of these had nutrition courses only in the basic science courses; 
33 had nutrition training in the more important clinical education ; and 
12 had it in both clinical and pre-clinical courses. Thus, 47 schools out 
of 85, or better than 50 percent, offered some significant nutrition train- 
ing, Dr. White said. 

The report said: “It is evident that continued efforts are required to 
obtain adequate infiltration of nutritien into the curricula of most 
schools.” The AMA sponsors visiting professors to assist medical 
schools in nutrition training and is planning to provide a scholarship 
for nutrition research for medical students. 

Senator Richard S. Schweiker, a member of the Select Committee, 
introduced legislation, most recently in 1973, that would have provided 
grants of $10 million for each of 5 years to assist medical and dental 
schools in strengthening nutrition education in their curricula. The 
bill has not subsequently been resubmitted by Senator Schweiker. Its 
intent has been accomplished under the Special Projects section of the 
Public Health Service Act. This section has provided grants to stimn- 
late training in various areas, including nutrition. However, the Pub- 
lic Health Service Act as passed by the House in July 1975, dropped 
the Special Projects section. It continues in the Senate versions, S. 989 
and S$. 3157. The Administration bill, introduced in December 1975, 
includes grants to schools for graduate training in public health 
nutrition. 

The Special Projects section may not be included in the bill finally 
reported out of the Health Subcommittee of the Senate Labor and 
Public Welfare Committee as competition for funds is great and the 
ralue of the Special Projects section is doubtful to some. It is con- 
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ceivable however, that a special section on nutrition training could 
be included in the bill, given adequate support. 
In hearings on nutrition education held by the Select Committee in 
1973 and chaired by Senator Schweiker, Dr. Stanley Schultz, of the 
University of Pittsburgh School of Medicine offered some insight into 
medical schools’ reasons for failing to embrace nutrition education. 


Perhaps the most important element of education in nutrition ; namely the use 
of nutritional counseling as an instrument of preventive medicine, has been 
grossly understressed. 

Most deficiency states can be readily diagnosed and equally readily treated, 
but in this country they should never have occured in the first place. 

The reasons for these occurrences are multiple, and many of them, for example, 
economic pressures, are beyond the scope of medical education. 

Nevertheless, medical education is not entirely without fault. Its focus is 
largely on diagnosis and treatment and the well-known proverb “an ounce of 
prevention is worth a pound of cure” is just beginning to see the light of day; 
given the skyrocketing costs of medical care today one might well paraphrase this 
statement to read ‘an ounce of prevention is worth a ton of cure.” 

In short, few medical school curricula adequately stress the potential preventive 
accruements of proper nutrition in a systematic fashion. 

Although every well-trained physician will question their patients with re- 
spect to whether or not they smoke cigarettes and how much alcohol they con- 
sume, dietary habits are for the most part ignored unless indications of under- 
nutrition or overnutrition are already apparent. 

One of the reasons for the lack of systematic emphasis on nutrition counseling 
in medical education is that too little is known with respect to the way in which 
long-term and presumably normal nutritional habits may predispose individuals 
to acute as well as chronic diseases. 

Far more research is needed in these areaS and it is not unreasonable to expect 
that teaching effectiveness will parallel the acquisition of knowledge. 

But, perhaps equally important, current curricula tend to underplay preventive 
medicine in general and the role of nutritional counseling as an instrument of 
preventive medicine in particular. 

For the most part, this subject is taught within the context of acquired dis- 
eases so that the inevitable emphasis is one of ‘crisis medicine” rather than 
“erlisis prevention.” 

EXAMINATION FAILURE 


One of the most important consequences of this flaw in medical 
education is the failure of many doctors, if not most, to do a thorough 
evaluation of patients’ nutritional status, conducting physical exam- 
inations with an eye for nutrition-related illnesses and performing 
tests that will reveal nutritional condition. 

Doctors and nutritionists interviewed for this report each offered 
differing criteria for judging nutritional status, and there is no com- 
monly agreed upon standard checklist for measuring it, but all agreed 
that nutritional evaluation is too often not done at all in general physi- 
cal examinations. Attempts are being made, however, to develop stand- 
ards for this evaluation. The National Academy of Sciences’ Food and 
Nutrition Board is working on a handbook that will provide doctors 
with guidelines for nutritional assessment, and the Department of 
Health, Education, and Welfare is writing nutritional screening 
ouldelines for its community health clinics. 

One of the most complete listings of criteria for both individual 
and community nutrition assessment 1s provided in Vutritional A ssess- 
ment in Health Programs, compiled from the proceedings of a confer- 
ence sponsored by the American Publie Health Association under 
contract from HEW and published first in 1973. Table 3, from that 
report, presents a plan for various levels of nutritional assessment for 
adults that might be undertaken for an individual or for a group 
survey. Data gathered at each level is used as a basis for the next 
level of examination. 
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Dr. George Christakis, editor of the report, recommends that any 
general physical examination involve evaluation at least up to the mid- 
level indicated in the table. He says that most physicians do not give 
this kind of attention to nutritional status. Appendix F provides other 
charts from the nutritional assessment report for the evaluation of 
infants and children; adolescents and the elderly. It is clear from the 
lengthy list of tests for the elderly that they are a group at special 
risk and probably the group most neglected in nutritional assessment. 

Another set of guidelines for assessment, prepared by Dr. C. EK. 
Butterworth, director of nutrition at the University of Alabama: 
Medical Center and Dr. George C. Blackburn, assistant professor of: 
surgery at Harvard Medical School, appear in the March-April 1975 
issue of Vutrition Today. The guidelines were developed in response 
to conditions found in a number of hospitals and discussed by Dr. But- 
terworth in the March—April 1974 issue of the same magazine. 


I am convinced that iatrogenic malnutrition has become a significant factor in 
determining the outcome of illness for many patients. (Since “iatrogenic” is 
merely a euphemism for ‘physician induced,” perhaps it would be better to speak 
forthrightly and refer to the condition as ‘‘physician-induced malnutrition.”’) I 
suspect, as a matter of fact, that one of the largest pockets of unrecognized mal- 
nutrition in America, and Canada too, exists, not in rural slums or urban 
ghettos, but in the private rooms and wards of big city hospitals. 


Dr. Butterworth, who has trained medical students and house doc- 
tors, presented five case histories of patient malnutrition that pro- 
longed illness, and said: “I have had the opportunity to visit a number 
of hospitals, and to discuss the situation with many physicians and 
nutrition scientists. As a result, I am convinced that the problem of 
hospital malnutrition is serious and nationwide.” 

The article then lists the following failings affecting the nutritional 
health of hospital patients. 


. Failure to record height and weight. 

. Rotation of staff at frequent intervals. 

. Diffusion of responsibility for patient. 

. Prolonged use of glucose and saline intravenous feedings. 

. Failure to observe patient’s food intake. 

. Withholding meals because of diagnostic tests. 

Use of tube-feedings in inadequate amounts, of uncertain composition, and 

under unsanitary conditions. 

. Ignorance of the composition of vitamin mixtures and other nutritional 

products. 

. Failure to recognize increased nutritional needs due to injury or illness. 

. Performance of surgical procedures without first making certain that the 
patient is optimally nourished, and failure to give the body nutritional 
support after surgery. 

. Failure to appreciate the role of nutrition in the prevention and recovery 
from infection ; the unwarranted reliance on antibiotics. 

. Lack of communication and interaction between physician and dietitian. 
As staff professionals, dietitians should be concerned with the nutritional 
health of every hospital patient. 

13. Delay of nutrition support until the patient is in an advanced state of 

depletion, which is sometimes irreversible. 

14. Limited availability of laboratory tests to assess nutritional status; fail- 

ure to use those that are available. 


In the more recent article, Butterworth and Blackburn say: 


It is our belief that malnutrition has for too long been identified with the 
“classical” vitamin deficiency syndromes by physicians and other health profes- 
sionals. Although these far-advanced syndromes are occasionally encountered 
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and should not be missed, overt vitamin deficiencies are best regarded as rare 
medical curiosities. By contrast. protein-calorie malnutrition, which hencefor- 
ward will be referred to by the abbrevation “PCM,” which develops in the hos- 
pital, has been found to affect from one-fourth to one-half of medical and sur- 
gical patients whose illness has required hospitalization for two weeks or more. 

The standards used in accreditation of hospitals deal with nutrition, 
but primarily in relation to food preparation and the duties of dieti- 
tians in assuring that patients have a proper diet. As will be discussed, 
dietitians rarely have time to perform all the duties specified in the 
accreditation standards. The AMA has proposed to the Joint Commis- 
sion on Accreditation of Hospitals revised standards for nutritional 
eare that would place greater emphasis on nutritional assessment and 
monitoring. 

Appendix G contains the Butterworth-Blackburn article and tables 
for patient evaluation, offering standards that would be useful for 
examinations in doctor’s offices as well as hospitals. It is apparent that 
since this kind of information is needed for hospitals it is not being 
used generally by doctors outside the hospital. 

Butterworth and Blackburn place the responsibility for nutritional 
health of hospital patients squarely on the doctor. 

The attending physician must bear the ultimate responsibility for determining 
the patient’s nutritional requirements and providing a means to supply them 
under the circumstances dictated by the clinical situation. His function is eat- 
alytie since without his initiative the ancillary resources of the hospital cannot 
be activated on behalf of the patient. Only on his signal can the special skills of 
nurses, dietitians, pharmacists, and consultants be brought to bear on the prob- 
lem at hand. If these services are inadequate, the physician resolutely should 
send the patient to another hospital capable of providing whatever nutritional 
support Services are necessary to sustain the patient during his illness. 

And Dr. White, of the AMA’s Department of Foods and Nutrition, 
said in an article in the September 1975 issue of Comprehensive 
Therapy: 

Studies carried out by the department of foods and nutrition have revealed 
that, although physicians usually remember to give dietary orders, they do not 
always remember to ascertain if the patent is, in fact, eating the diet pre- 
scribed. This was found to be true whether a house diet or a special therapeutic 
diet was ordered. To be on the safe side, the physician cannot assume that a 
patient eats. He should establish a chain of communication that brings such 
matters to his immediate attention. He should learn the first names of the 
dietitians. Although most hospital stays are of relatively short duration, he 
should not take nutrition for granted. 

This principle of responsibility should be applied to out-patient 

treatment as well. Sheila E. Henderson, director of the nutrition sec- 
tion of Lutheran General Hospital in Park Ridge, Illinois, said that 
one of the major causes for failure to adopt a new diet is lack of in- 
terest by the patient’s doctor. The same point was made by Dorothy 
Kolodner, a nutrition consultant at Magee-Women’s Hospital in Pitts- 
burgh, testifying before the hearings on nutrition education chaired 
by Senator Schweiker: 
- Tt is still my conviction that the physician remains the principal change agent 
that many patients listen to because of our inculcation of who is the primary 
source of information, who is the person that really knows and that these 
physicians were (giving) very little incentive for patients to either improve diet, 
restrict diet or whatever the prescription might be. 


The other thing that was interesting to me was that once the patient had been 
given over to the nutrition aide, the doctor was really not very much interested 
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in following up with what happened. He made very little correlation between the 
euteome of that pregnancy and the patient’s pregnancy nutritional status or 
delivery status, what happened to her after she left the acute care delivery 


system. 2 
Tue Nutrition CounsELInG SYSTEM 


Doctors often defer the job of nutrition evaluation and counseling 
to dietitians and nutritionists. The structure of the nutrition counsel- 
ing system is not easily definable, but it is possible to categorize Ae 
services offering nutrition assistance and problems in expanding this 
assistance. (The following summary will discuss counseling related 
primarily to medical services and does not cover assistance offered by 
agencies such as the Department of Agriculture’s Extension Service.) 

There are no accurate figures on the number of dietitians and nutri- 
tionists employed in the United States. HEW’s Bureau of Health 
Manpower has made no recent study in this area, and as will be dis- 
cussed, it does not have the capacity to make one or to estimate ee 
power needs in nutrition. HEW’s ial ealth Manpower S tatisties 1974 
reports 44,000 dietitians and nutritionists employed in the United 
States, but this figure is based on projections from the 1970 Census, 
and experts consider it quite high, with the error possibly due to 1n- 
accurate reporting of occupation on Census forms. ‘The American 
Dietetic Association had 25,035 members in 1974. A comparison of 
ADA members working in hospitals with HEW estimates in this work 
category indicate that the ADA represents most hospital dietitians. 
If it can be assumed this is true for all work categories, and if expert 
estimates are taken into account, we arrive at an approximation of 
30,000 dietitians and nutritionists employed full-time in the United 
States. (The distinction between the terms dietitian and nutritionist 
are not well defined. The ADA describes a nutritionist as a dietitian 
with advanced training, usually involved in community health pro- 
orams. The association is trying to phase out the term nutritionist. ) 

Not all dietitians and nutritionists are involved in counseling. An 
ADA. job survey in 1974, answered by 19,000 members, showed the 
following numbers involved totally or in part in counseling. 
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The actual number doing counseling may be larger, since all mem- 
bers did not answer the questionnaire, but as the following discus- 
sion shows, these numbers are wholly inadequate to the need. 


HOSPITALS 


The 1974 survey showed the largest number of respondents, 10,500 
working in hospital or health maintenance organizations. However, 
an ADA official estimated that perhaps only 40 percent of this total 
spend their time counseling patients. The majority are either strictly 
administrators or have responsibility for over-seeing food preparation 
and counseling patients. 

Hospital dietitians generally work under difficult conditions; usu- 
ally the dietitian-patient ratio is about 1 to 100, Dr. Lawrence Power, 
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chief of medicine and endocrinology at Detroit General Hospital, de- 
scribed the circumstances of many hospital dietitians in an article in 
the Journal of Nutrition Education, October-December 1973, entered 
as testimony during national] health insurance hearings held in July 
1974 by the House Ways and Means Committee: 

She is routinely called at the last minute to instruct patients who have been 
hospitalized for several weeks and are now dressed for discharge with waiting 
relatives double-parked on the street below. 

Even without these routine impediments, the dietitian is expected in a con- 
sultation or two to change the life-long habits of a group of slowly comprehend- 
ing patients for whom truly effective training would require hours of time and 
weeks of visits. 

An official of the American Hospital Association said that many 
dietitians would have more time for counseling if they delegated more 
of their non-counseling duties, but she acknowledged that in most hos- 
pitals dietitians would have difficulty meeting the hospital accredita- 
tion standards requiring them to make rounds with doctors when 
necessary because these rounds are often irregularly scheduled. 

Statistics gathered in 1969 by HEW, reported in Health Manpower 
in Hospitals, found 9,400 dietitians employed full-time in hospitals of 
all types, including Government-operated hospitals, with 6 percent of 
the budgeted positions unfilled. The vacancy rate was 3.9 percent in 
Federal hospitals; 7.9 percent in State and local government hospitals; 
and 5.8 percent in nongovernmental hospitals. 

A preliminary report of a 1973 HEW study of hospital manpower, 
Survey of Selected Hospital Manpower, February 1973, found 9,377 
full- and part-time dietitians employed in “community hospitals,” tha 
is hospitals both publicly and privately owned offering general medical 
and surgical care rather than specialized care such as for tuberculosis. 
The national vacancy rate was 4.9 percent. Vacancy rates by region 
were: Northeast, 4.5 percent; North Central; 4.5 percent; South, 6.9 
percent; and West, 3 percent. The 1973 survey found 6,986 dietitians 
employed in community hospitals full-time. The report cautions, how- 
ever, that there may be considerable error in its figures because of 
sample size and sampling error. 

A growing number of hospitals and health maintenance organiza- 
tions are offering nutrition counseling for out-patients. An example is 
Lutheran General Hospital] in Park Ridge, Illinois, where diet coun- 
seling is done on both an individual and group basis. (In the case of 
group counseling, the patient attends an individual counseling session 
before joining a group.) Appendix H is the out-patient fact sheet ex- 
plaining the service to doctors. The hospital has a continuing diabetic 
counseling clinic, which charges $35 for four 114 hour sessions, and a 
continuing obesity clinic is being planned. The hospital also offers in- 
dividual counseling at the rate of $12 an hour. 

Sheila E. Henderson, director of the hospital’s nutrition section, 
says that for every person using the service : 

There are many more with the same or greater needs who cannot afford it or 
are not willing to pay for both health insurance (and the service). There are 
many more who assume that it really couldn’t be very important if it is not coy- 
ered by any insurance programs and are not fortunate enough to havea physician 
who recognizes and supports the need. 

. . Since nutrition counseling is not covered by any federal health care legis- 


lation nor available through Blue Cross or any other private third party payers, 
the cost of providing this service is the major deterrent to its expansion. 
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The hospital also offers nutrition counseling for its ambulatory 
care, prenatal and family planning clinics, and the nutrition staff also 
gives community nutrition presentations. Bk 

The Lutheran General dietitians are part of the division of medicine 
rather than food preparation, unlike those in most hospitals. There are 
about 80 patients for each dietitian, but this still does not permit 
patients the kind of attention they should have, Mrs. Henderson says. 

Mrs. Henderson’s concerns about third party payment reflect the 
position of the ADA. In a statement prepared for the annual meeting 
of the American Dietetic Association in October 1975, Joan M. Kar- 
keck, assistant director of dietetic services at Harborview Medical 
Center in Seattle said: 

We are struggling in our hospital to maintain a position for a part-time dieti- 
tian to work in our outpatient clinics. The demand for the service exists and is 
growing. The hospital association reports that outpatient visits increased 11.2 
percent in 1974 while hospital occupaney continues to decline. The Nutrition 
Clinic at Harborview had a 40 percent increase in patient visits in 1974. We feel 
confident the need and the demand for an outpatient nutritionist exists, but we 
are less than confident that we can maintain the service because we are seldom 
reimbursed. Welfare in Washington and most other states will not pay for reha- 
bilitative or preventive health care. We may be forced to limit or eliminate 
welfare patients because of this. Third party payers such as medical insurance 
companies have been very hesitant to pay for nutrition counseling, outside the 
hospital. Indeed, I have known patients who were hospitalized for little more than 
nutrition counseling and general health teaching. This is, at best, a costly answer 
to the problem. 

She then quoted from a report in the January 1975 Journal of the 
Canadian Dietetic Association that estimated that the expenditure of 
$25.7 million in salaries for 2,155 nutritionists would save $174.3 mil- 
lion in hospital care costs. 

The ADA is also urging that Medicare and other third party payers 
eover nutrition counseling in the home as part of home health care 
visits. 

PUBLIC HEALTH CLINICS 


The 1974 ADA survey found 1,800 dietitians and nutritionists em- 
ployed in public health. Of this total, the ADA spokesperson said, 
about 1,000 are involved in direct counseling, with the others in ad- 
ministrative positions. 

Most of the government effort in dietary counseling is directed to- 
ward pregnant women, mothers, infants and children. This is seen as 
a high risk group and one with the highest probability of following 
dietary advice. Adults other than pregnant women and mothers gen- 
erally have less access to these services. The 56 States and territories 
each have Maternal and Child Health Programs and Crippled Chil- 
dren’s Programs, of which nutrition counseling is an integral part. 
Historically, Title V of the Social Security Act, which covers maternal 
and child health, has supported nutrition services, including dietary 
counseling. 

In addition, there are 157 community health centers, including 
migrant and Appalachia health projects, but an official of the Depart- 
ment of Health, Education, and Welfare said that HEW does not have 
a complete idea of the extent and kind of nutrition services being 
offered in these clinics, and the Department is preparing nutrition 
screening procedures to strengthen the nutrition component of these 
clinics. 
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Appendix I is a Library of Congress report on Community Health 
Service Center programs, showing “numbers of people served and the 
legislative history relating to nutrition in these centers. The report 
shows that nutrition has been low priority or had no priority in the 
centers. 

State sponsored nutrition counseling services vary widely from 
state to state. The most recent report offering any impression of serv- 
ice is a listing of nutrition positions, prepared in 1973 by HEW. Ap- 
pendix J is an article by officials of the Center for Disease Control, 
based on the report, describing State nutrition activities in general and 
suggesting an agenda for the States. The HEW report t shows a total 
of 496 positions, of which 51 were vacant. Many of these, if not prac- 
tically all, are administrative positions, however, some of them carry 
responsibility for clinical services including counseling. In addition, 
others in the clinics, doctors and nurses, also provide counseling. 

In addition, many city and county health agencies employ nutri- 
tionists, and it is estimated that there are about 500 nutrition positions 
in these jurisdictions, nationwide. At this level the nutritionists usually 
spend most of their time in direct. counseling. Nutrition counseling is 
also provided in the home by dietitians and visiting nurses. 


NUTRITION REFERRAL SERVICES 


The most recent development in nutrition counseling is the nutri- 
tionist who practices privately, advising patients referred by doctors. 
The ADA survey showed about 700 dietitians and nutritionists in 
private practice, but a number of these act as consultants to nursing 
homes. 

Developing a referral practice is difficult, according to Carol Huner- 
lach, who began in private practice in Maryland i in 1968. She has a 
B.S. in nutrition from Iowa State University and also has completed 
a post-graduate residency in biochemistry at the Israel Institute of 
Technology i in Haifa and received an M.S. in medical] dietetics from 
the University of Delaware. She has counseled referrals from about 
100 doctors, but she finds the volume not large enough to provide full- 
time occupation. 

The major problem confronting nutrition referral, says the spokes- 
person for the ADA is that “very few people will pay for nutrition 
counseling.” Consequently, the ADA hopes that referral service will 
be covered eventually by third-party payments. 


Tue Tuirp Partirs 


As already mentioned, a major change that would contribute to 
expansion of nutritional counseling services is third-party payment 
for out-patient counseling. The Blue Cross Association, the policy 
coordinating and monitoring group for Blue Cross plans, reports that 
Blue Cross plans generally cover only in-patient nutrition service, not 
out-patient counseling, although nutrition service may be covered in a 
Home Health Care plan now under consideration. Walter J. Mc- 
Nerney, president of the Association has expressed concern for nutri- 
tion as part of preventive medicine, but the Association has not made 
a national policy statement on nutrition. Medicare and Medicaid use 
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essentially the same criteria as Blue Cross in relation to nutrition serv- 
ices. National health insurance proposals vary in their coverage of 
nutrition counseling. H.R. 1, the Kennedy-Gorman Bill, would pro- 
vide the kind of coverage sought by the ADA. 

Senator George McGovern, Chairman of the Select Committee, in- 
troduced a bill in October 1975, S. 2547, that. would authorize reim- 
bursement for nutrition counseling as a home health service under 
Medicare. 


DIscUSSION 


Reviewing the situation, we find doctors are generally unprepared 
by their medical training to appreciate the importance of nutrition 
and consequently they are unprepared to make thorough nutrition 
evaluations or to do conscientious nutrition counseling. Only about 
half of the Nation’s medical schools, by estimate of the American 
Medical Association, offer nutrition training that might be considered 
approaching adequacy. This estimate may be high, but in any case 
there has been improvement over the last 10 years. There is quite a 
way to go however, judging from findings of malnutrition in hos- 
pitals. Drs. Butterworth and Blackburn report that one-quarter to 
one-half of general medical and surgical patients hospitalized for 
two weeks or more may suffer from protein-calorie malnutrition. 

HEW has recently taken more interest in nutrition training of 
doctors. An official in the Division of Medicine of the Bureau of 
Health Manpower has been making limited inquiries into the area of 
nutrition education in medical schools and medical schools have been 
advised that nutrition is among the priority items for grants funded 
under the Special Projects section of the Public Health Service Act. 
HEW is making no study, however, of the degree to which nutrition 
training has been introduced into medical education, nor is anyone 
in the Department assigned to deal specifically with this problem. 

The limited training and interest in nutrition among doctors has 
resulted in the almost total transference of the task of nutrition eval- 
uation and counseling to dietitians and nutritionists. Unfortunately 
there are not enough of these specialists to meet the need. 

In 1971, the internal HEW report What Should be the Depart- 
ment’s Role in Nutrition and Inet Pertaining to Health? (Appendix 
D), pointed out that there was a serious shortage of nutrition man- 
power. 

On the basis of program experience many health officials feel that data such 
as the following indicates a shortage of nutrition manpower which may require 
more attention in health manpower legislation and its implementation. The 
vacancy rate in nutrition positions budgeted in State and local health agencies 
eontinues to be between 15 and 20 percent. In an informal (1966) study 
of Projected Needs for Public Health Nutritionists in State, city and county 
levels, replies from 37 States indicated that present supply would need to be 
increased by 100 percent. A wide range in ratios of dietitians and nutritionists 
to population exists in States, e.g., Utah with 6/100,000 population versus Mas- 
sachusetts with 22/100,000. Forty-five States have less than 20/100.000 popula- 
tion. Using a ratio of 1/50.000 population (the) Division of Allied Health 
Manpower computed that about 4,400 community nutritionists would be needed. 
PHS-AHA surveys indicated that many openings for dietitians are unfilled. 
Surveys indicate that an estimated 20,700 dietitians will be needed in hospitals 
in 1975 compared to approximately 13,000 presently employed. 
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To increase the number of nutrition personnel, the report suggested : 


-. . making nutrition personnel eligible for payments as providers of health 
eare services and stipulating dietary counseling services as an eligible service 
‘for third party payment in national health insurance plans. This would require 
‘that legislation identify nutritional care as an essential component of preventive 
health care services and stipulate dietary counseling services as an eligible serv- 
ice for third party payment. 


~And the report said: 


“Nutritional service must be a reimbursable item in health care if it is to 
become a part of the health care system.” 

In spite of this 1971 report, HEW has taken no real action to in- 
crease nutrition manpower. The Division of Associated Health Pro- 
fessions, under the Bureau of Health Manpower, which would be 
the vehicle for Federal stimulation for nutrition training, has been 
operating for the last 2 years on a continuing resolution and has not 
had enough staff to study nutrition manpower needs. There is no 
official in HEW charged with the sole responsibility of increasing 
nutrition manpower. 

HEW does fund grants for advanced training in nutrition, but 
these are completely inadequate to the need. HEW and ADA officials 
estimate that Government and privately financed training in ad- 
vanced nutrition study, leading to masters and doctoral degrees, pro- 
duces from 200 to 250 graduates a year, nationwide. This does not 
even keep up with demands for nutrition faculty, an HEW official 
said. The ADA estimates that 1,500 to 2,000 students a year receive 
baccalaurate degrees in nutrition, but most of those receiving this 
training are women, and some do not stay in the workforce when 
they marry. 

These statistics reveal a shortage of graduates with advanced de- 
grees in nutrition to fill leadership roles and a critical shortage of 
nutritionists and dietitians for evaluation and counseling. 


RECOMMENDATIONS 


1. That Congress approve a Nutritional Health Manpower Act that 
would require the Department of Health, Education, and Welfare to 
spend a specific amount annually on: 

a. Introduction of classroom and clinical nutrition training into all U.S. 
medical and dental schools, with a target date for completion of 1980. 

b. Expansion of training facilities for dietitians and nutritionists and scholar- 
ship programs aimed at drawing low-income students into the field. 

ec. Assisting in the establishment of nutrition referral services nationwide. 

HEW should be required to report annually to the Congress on its 
progress in this area. 

2. That Congress require HEW, in concert with professional orga- 
nizations, to review medical licensing examinations to determine how 
they might be changed to encourage improved nutrition education in 
medical schools and that HEW provide Congress with recommenda- 
tions by June 30, 1976. 

3. That Congress approve S. 2547 to provide Medicare coverage 
for nutrition counseling as a home health service and that Congress 
require HEW to consult with third party health insurance payers 
to develop guidelines for coverage of out-patient nutrition counseling. 
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Recommendations to Congress on legislation to provide for out- 
patient nutrition counseling under Medicare should be made no later 
than June 30, 1976. 

4. That Congress require HEW to review regulations and laws 
governing Federal and State health care delivery services to determine 
changes necessary to ensure that nutrition evaluation and counseling 
are provided by all these services. Recommendations to Congress 
should be provided by June 30, 1976. 

5. That Congress require HEW to consult with appropriate profes- 
sional organizations and health care providers to determine: 

a. Current capabilities nationwide for individual nutritional assessment aud 
counseling. 

b. Projected technical and manpower needs in this area over the next 10 years. 

Recommendations should be required by January 1, 1977. 

6. That HEW consult immediately with the American Hospital 
Association and professional groups to determine a means of effecting 
the adoption of nutrition evaluation and care standards in hospitals 
ne that a report on progress be requested by Congress by June 30, 
1976. 

¢. That Congress require HEW to embark on a continuing cam- 
paign of public education in nutrition that would concentrate on: 
foods that may be harmful to health, especially those considered too 
often eaten in excess; common dietary deficiencies; alternative dicts: 
and standards for measuring the quality of nutritional evaluations 
that should be given during physical examinations. An annual report 
would be made to Congress on the progress of this campaign for a 
period of not less than 5 years. ; 
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Cuarpter II 


NATIONAL NUTRITION ASSESSMENT 





Surveillance of nutrition in the United States cannot be accomplished 
by national surveys which produce some nice figures but usually do not 
indicate what needs to be done. The nutritional problems in various 
parts of the country, in various communities, among cultural groups, 
and so forth, are variable and to a greater or lesser degree require solu- 
tions appropriate to the respective groups. We must strive for regional 
or state systems which will identify problems and provide the support 
for local programs.—D. Mark Hegsted in an article appearing in the 
Journal of the American Dietetic Association, April 1974. 


The importance of studying the Nation’s nutritional health is ex- 
plained concisely in testimony before the Agriculture Subcommittee 
of the House Appropriations Committee in April 1974, in which T. W. 
Edminster, director of the Agricultural Research Service listed the 
uses of the Household Food Consumption Survey. 


Information about food consumption and dietary levels is essential to develop- 
ment and updating of USDA food plans or budgets. These food plans are basic 
to many current Government policies and programs, such as the determination 
of the poverty line for families of different size and composition, determination 
of the cost of a nutritionally adequate diet that can serve as a basis for food 
stamp allotments and even provide the data that would be needed in the event 
of any price control or food rationing programs. The food consumption data are 
also used in developing reliable production projections and in making realistic 
adjustments in production. 

These household food consumption surveys provide the information on food 
use at the purchase level that is likely to be used in developing specifications of 
nutrient fortification. The Food and Drug Administration plans to use the data to 
determine which groups of individuals may be taking in foods with any unusual 
amounts of additives or residues. The National Marine Fisheries Service is de- 
pending on this proposed nationwide survey to meet their data needs on con- 
sumption of such things as mercury in fish products. And, of course, the food 
consumption surveys give direction to nutrition and consumer education pro- 
grams of the Department and of other Federal agencies, since it will tell which 
population groups have diets most in need of improvement, what nutrients in the 
diet are below recommended levels, and what specific foods contribute to the 
total nutrients in the diet. 


As the testimony notes, the data being used now to establish the 
allotment for the $6 billion food stamp program and for other dietary 
onidance purposes by TTSDA and other agencies are being taken from 
the Household Food Consumption Survey, conducted most recently 
in 1965-66. A food consumption survey measures food intake, but it is 
not the best measure of nutritional health. Because it does not gauge 
the physical health of the body, there is no measure of the impact of 
the diet. 

The importance of physical and biomedical measurement is ex- 
plained in an article in the July 1974, Journal of the American Dietet- 
ic Association by Dr. Milton Z. Nichaman, then chief of the Prevent- 
able Diseases and Nutrition Activity at the Center for Disease Control. 
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The major objective data utilized for determining nutritional status are an- 
thropometric and biochemical. The purpose of data on dietary intake in the 
assessment of both the individual and population groups is to identify avenues 
for intervention. Although biochemical data may show that a group of indi- 
viduals is iron deficient, this information is of limited value in planning a pro- 
gram to correct the situation unless one has considerable knowledge of the 
dietary habits of the group. Conversely, just because an analysis of dietary 
intake shows that iron intake is below the recommended allowance, there is no 
assurance that the population is, in fact, iron deficient. é( 

Given the problems of collection and analysis of food consumption data, nu- 
trient losses during handling and cooking of food, and the vagaries of the human 
memory, the suggestion gleaned from dietary data that a population group is 
ingesting suboptimal amounts of a nutrient must be confirmed by more objective 
data. These include biochemical values, body measurements, and the presence 
or absence of clinical signs. 

The deficiencies of the HFCS, particularly as a basis for setting 
standards for food assistance programs, will be discussed in greater 
detail later. It is apparent from the foregoing why, although USDA 
had been conducting food consumption surveys since before 1900, 
Americans were shocked in 1967 and 1968 by the reports of malnutri- 
tion in the United States, of hunger amid plenty. 

These discoveries prompted Congress to approve, in December 1967, 
in the Partnership for Health Amendments, a charge to the Secretary 
of Health, Education, and Welfare to “make a comprehensive survey 
of the incidence and location of serious hunger and malnutrition and 
health problems incident thereto” and “report his findings and recom- 
mendations for dealing with these conditions within 6 months.” 

The mandate from Congress was to devise the first survey in the 
United States that would measure nutritional health both on the basis 
of food consumption and physical and biochemical status, identify 
those at nutritional risk by specific location and report in a timely 
enough fashion to guarantee prompt remedial action. 

Dr. Arnold Schaefer, chief of the Nutrition Program in the Public 
Health Service, who had administered U.S. nutrition surveys in de- 
veloping countries, was placed in charge of what was to be the most 
ambitious program of nutrition evaluation to be undertaken in this 
country to date. Officials considered conducting a survey of 20 States, 
but narrowed it to 10: California, Kentucky, Louisiana, Massachu- 
setts, Michigan, New York (with a special survey in New York City), 
South Carolina, Texas, Washington, and West Virginia. The survey 
would interview and physically examine 75,900 people in about, 22.840 
sample households, with the sampling concentrating on low-income 
areas, and cost about $5.4 million. 

The survey ran into trouble almost.immediately. In January 1968, 
$1.4 million was assured to get it started, but in April, the fiscal year 
1968 funds were cut back to $750,000. Then in June an additional 
$975,000 was approved. The Government Accounting Office noted in a 
report on the Ten-State: “Thus, about 7 months after the approval of 
legislation requiring a comprehensive study, contracts had been 
awarded for surveys in 5 of the 10 States.” 

Nevertheless, in January 1969, Dr. Schaefer was able to tell the 
Select Committee that: 


The preliminary data clearly indicates an alarming prevalence of those charac- 
teristics that are associated with under-nourished groups. Even though these 
findings come from a small sub-sample of the total National Nutrition Survey, it 
1S unreasonable in an affluent society to discover such signs as those seen to date. 
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The official recognition and quantification of hunger in the United 
States by specific location had an almost immediate impact. In May 
1969, President Nixon announced increased spending for food and 
nutrition programs and vowed “to put an end to hunger in America.” 
But at the same time it was clear that administration officials did not 
like the activist posture of Dr. Schaefer, and steps were to be taken 
that would prevent the final results of the Ten-State from having 
any further impact on policy. 

In The Ten-State Nutrition Survey: An Analysis, published in 1974, 
Dr. James Carter, project director, Maternal and Child Health/Fam- 
ily Planning, at Meharry Medical College and associate professor 
in nutrition and. pediatrics at Vanderbilt School of Medicine, pro- 
vides a history of the attack on the Ten-State. 


By May 1969, the same month as Nixon’s speech, the potential impact of the 
Ten-State Nutrition Survey had been effectively contained. The decisions were 
made within the HEW bureaucracy. Containment necessitated several steps. 
First, the authority requested by Dr. Schaefer to expand the survey into four 
more states (which statistically would have made it a more completely represen- 
tative national survey) was denied. In addition, Dr. Schaefer had requested 
funds both to enable the Nutrition Program to respond positively to the more 
than ten states which had requested technical assistance in inaugurating their 
own nutrition surveys and to establish regional nutrition centers which would 
provide monitoring and surveillance of the problems uncovered in specific popu- 
lations and would help to establish food fortification guidelines and standards 
for various nutrients. This request was also denied. Finally, the scope of the 
Ten-State Survey was divided in half and shared between two agencies. Despite 
the objections of such groups as the Food and Nutrition Board of the National 
Academy of Science, the American Academy of Pediatrics, and the Food and 
Nutrition Council of the American Medical Association, responsibility for con- 
ducting future nutrition studies was assigned to the National Center for Health 
Statistics, an organization which has historically had no responsibility to report 
current information. This agency promptly expanded the national health survey 
then in progress to include nutritional data and renamed it the Health and Nutri- 
tion Examination Survey (HANES). Follow-up programs, if any, were to be as- 
signed to the Center for Disease Control—CDC (then known as the Communi- 
cable Disease Center). 


Before continuing with the Carter narrative, it is important to note 
that at this point in the Ten-State history, HEW Secretary Robert H. 
Finch was describing the dismantling of the Ten-State as an improve- 


ment in the monitoring system. He told the Select Committee in May 
169): 


We feel that we now know enough from the 10 State studies . . . to move into 
a new phase of activity .. . We now must move beyond the goal of simply deter- 
mining whether and to what extent under-nutrition exists in this country. The 
next phases of activity must relate the findings of the survey to action programs 
and to establishing procedures for monitoring the national nutritional status. 


In fact, however, steps were being taken to assure that neither the 
final report of the Ten-State or the HANES would provide prompt 
reporting on groups at nutritional risk, by specific location. Secretary 
Finch’s statement described the development of “a State surveillance 
capacity to identify the nature and extent of the problem in terms of 
families and individuals,” but as we will see, such a capacity is far 
from realization. 

Returning to the Carter narrative: 

The budget for fiscal year 1970 does show a specific appropriation for the 


Nutrition Program. But the program’s diminished status made whittling away 
at these funds by other agencies comparatively easy. For example, $2 million 
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was shifted to the HANES survey and over one half million dollars was used 
to construct a new biochemistry laboratory at CDC in Atlanta. Soon Dr. Schaefer 
was fighting to retain one-sixth of the amount appropriated so that he could 
finish the survey. By the end of May, one thing seemed perfectly clear: The Ten- 
State Survey would raise no embarrassing questions about the success of the 
war on hunger. 

During the next year, the survey remained in relative obscurity. But in April 
1970, Dr. Schaefer again appeared before the Select Committee. He testified that 
preliminary results of the survey showed that families of four with incomes of 
less than $1,650 a year were five times as likely to suffer serious malnutrition as 
families earning $6,600 a year and over. Interviewed by reporters later, he char- 
acterized existing Federal feeding programs as ‘‘damned ineffective.” Schaefer’s 
testimony was the cue for removing the survey from his control. In July 1979, 
the computer program of the survey was ordered to Atlanta, a move which 
involved transferring all the computer cards in trucks from Maryland to Georgia 
and transferring all the information to new cards which could be used 
on the CDC computer. All but one of the computer staff in Maryland re- 
fused the option to transfer. In January 1971, after the computer move was 
complete, the entire Nutrition Program was moved to Atlanta. Again, virtually 
the whole staff refused to transfer. In that same month, Dr. Schaefer resigned 
from the Nutrition Program. He was assigned to the Pan American Health 
Organization in March 1971. 

“The final days of the Ten-State Survey were ridden with controversy. Vice 
President Agnew launched a scathing attack on the 1969 CBS documentary 
‘Hunger in America’ as part of an offensive accusing hunger fighters of exag- 
gerating the importance of malnutrition in this country. Almost simultaneously, 
Senator Hollings of South Carolina struck back. Accusing CDC of attempts to 
suppress the Survey, he released some of the survey’s findings in a Senate speech. 
CDC strenuously denied Hollings’ charges, claiming that the delay was due to 
difficulties in compiling the data. After the furor, the final report of the survey 
was released with almost no fanfare in the summer of 1972.” 


In 1973, Senator McGovern asked the Government Accounting Office 
to appraise the degree to which the Ten-State Survey met the man- 
date of Congress. GAO found that because of the sampling technique 
used, the survey “should be considered applicable to only those indi- 
viduals examined,” and the results should not be considered representa- 
tive of the nutritional status of members of low-income households as 
a whole.” 


The GAO report noted : 


This survey had administrative problems throughout its life, including: 
a. funding delays. 
b. organizational transfer of the Nutrition Program and loss of personnel. 
ec. data processing system changes, including use of different data record- 
ing forms. 

The final report of the Ten-State was much different than that en- 
visioned by Dr. Schaefer and required by Congress. The statistics were 
not reported by State, but were lumped together in averages of the 
States. In this way, Dr. Schaefer said in a recent interview, problems 
of special groups—migrant workers in Texas, blacks in South Car- 
olina—were submerged. The Ten-State established the importance of 
physical and biochemical testing in nutritional surveillance, but it is 
also clear that: 

1. The attempt by the Ten-State to provide timely, location-specific 
data on nutritional health, demanded of it by Congress, has not been 
repeated. 

2. We continue to manage food assistance programs on a pre-Ten- 
State basis, using only consumption data, not biochemical or physical, 
as a means of setting dietary standards. 
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Surveys Bring PLANNED 


Plans are now being laid to begin the next HANES and HFCS. 
First we will consider the plans for HANES. 

As noted in Dr. Carter’s report, surveying begun by the Ten-State 
is being continued by HANKS, under the direction of the Division of 
Health Examination Statistics of HEW’s National Center for Health 
Statistics. Laboratory work for HANES is done by the Center for 
Disease Control. The first HANES began in 1971, and data gather- 
ing in the first half of the sample was completed in October 1972 
gathering of the full sample savas finished in June 1974. The second 
HANES cycle started with sample testing in Atlanta in November 
1975, and the full survey is to begin in’ early 1976 and is to be com- 
pleted in 214 to 3 years. (A description of the goals and methodology 
of HANES IT appears as Appendix K.) 

Like the Ten-State, HANES gathers data on clinical health and 
food consumption, but it differs from the Ten-State in two important 
respects: (1) Data is gathered from a national sample and therefore 
does not identify special nutrition problems by location, making effec- 
tive remedial action difficult 1f not impossible. (2) HANES results are 
not available until from 3 to 5 years after data collection begins, again 
hampering remedial action. (Ten-State data was provided in prelimi- 
nary form less than a year after the survey began, and it is probable 
that the final report would have been issued far sooner had not admin- 
istrative changes been ordered.) 


AVERAGING 


HANES IT will sample 20,000 to 30,000 persons, covering ages 6 
months to 74 years old, of various income levels. It will not, however, 
take samples in all States or even all geographic areas. HANES I 
drew sampes from 30 States and the District of Columbia and did not 
collect samples in much of the Midwest. 

A report entitled Preliminary Technology Assessment of U.S. Food, 
Nutrition and Agriculture Information Sustem, prepared for CM 
gress’ Office of Technology Assessment by the consultants Sidney M. 
Cantor Associates, found that neither HANES or the Houehold Food 
Consumption Survey provided information needed to permit prompt 
corrective action. It said: 

HANES and HFCS are designed to give overall views of nutrition status and 
family food consumption, respectively, on a national scale. The nutrition pro- 
gram official needs to be able to identify target groups and populations in specific 
geographic areas, to.assign priorities according to specified criteria, and to have 
a simple, efficient approach to program evaluation as well. 

In his testimony at the National Nutrition Policy hearings, Dr. 
David Coursin, director of research at St. Joseph’s Hospital in Lan- 

easter, Pennsylvania, said, like Dr. Schaefer, that highly averaged 
data means that certain vulnerable groups are missed. 

. there is concern that the present Survey procedures provide averages that 
may inadvertently conceal the real extent of nutritional problems—particularly 
in groups at special risk. 

For example, we find that migrant workers are not adequately examined 


under these circumstances. In addition, populations, such as those on Indian 
reservations, continue to have major problems of inadequate nutrition. 
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The general study of a varied population also leads to a broader 
methodological approach. HANES is “painting with a broad brush 
biochemically,” said an expert consulted in the preparation of this 
report. He and another nutritionist agreed that the survey should be 
concentrated on special groups, permitting tests to be designed to 
develop a deeper knowledge in specific areas. 

This need for information about the status of high risk populations 
is expressed in the recommendations of the 1969 White House Confer- 
ence. The report of Panel 1-3 said: 

. The need to search out nutrition and health needs of special areas and 
groups is acute. While there is merit in undertaking a national probability sur- 
vey, the more urgent and immediate need is for the commitment of resources to 
high-risk populations and areas in order to define particular problems and re- 
sponses. This goes directly to the determination of the extent and severity of 
hunger and malnutrition at its worst, availability of delivery of services, and 
the invitation of solutions. 

We recommend that the Department of Health, Education, and Welfare plan 
to carry out nutrition surveillance and monitoring aimed at selected target popu- 
lations and areas, and develop techniques for continuing monitoring systems. 
Techniques need to be developed for monitoring diets and to identify problems 
before they become clinically evident. 

The panel recommended that priority for this kind of study be 
given to: preschool children ; expectant mothers; primary school chil- 
dren; and other low-income people, including Indians and migrant 
workers. 

HANES officials acknowledge that there is a problem of generality 
with the survey, but they argue that it is intended to take a snap- -shot 
of the Nation’s nutritional health at a given point in time and that 
the problems of special groups can be studied in State programs such 
as those few now operating with the assistance of the Center for Dis- 
ease Control. 

Arthur J. McDowell, director of the Division of Health Examina- 
tion Statistics said, howev er, that consideration has been given to con- 
centrating on special groups in the third cycle of HANES. The sur- 
veyors want HANES IT to follow the pattern of HANES I to permit 
identification of trends. This means that the investigations into the 
nutritional status of special groups would not begin until 1980 at the 

earliest and that data-gathering might not be completed until 1982 
or 1983. 

The CDC effort, currently extremely limited in terms of age group 
coverage and geography, offers no prospect for adequately filling the 
gap in ‘knowledge about special groups, identified by the White House 
Conference, or of providing the kind of surveillance for all groups 
promised by Mr. Finch. 


Tuer CDC System 


As pointed out earlier, the Center for Disease Control in Atlanta 
entered the field of nutrition surveillance awkwardly, as burial site 
for the Ten-State Survey. The data gathered in the survey was sent to 
CDC for compilation for the final “Ten-State report, with the work 
being done as part of the Nutrition Program, which was also trans: 
ferred from Washington. 

A memo prepar ed in 1973 (Appendix L), shows the Nutrition Pro- 
gram involved in a wide variety of activities with a staff of 40 and a 
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budget for fiscal year 1973 of $2.4 million. The memo, written in 
May noted as its last item: “The Nutrition Program will be terminated 
June 30, 1973.” An official familiar with the history of the Nutrition 
Program said, however, that it was effectively dismantled about a 
year r before it was officially terminated, with only grants being handled 
in the final year. 

The follow-up to the Ten-State Survey, promised by Secretary 
Finch, “a state surveillance capacity to identify the nature and extent 
of the (malnutrition) problem in terms of families and individuals,” 
amounts to much less than his promise. 

Scraping together funds from other projects, CDC developed a 
small program in which it is assisting about 10 States in gathering, 
compiling and analyzing height, weight, hematocrit and hemoglobin 
levels of low-income children involved in EPSDT screening. The work 
is done by what is known as the Nutrition Activity of the Bureau of 
Small Pox Eradication, with a staff of about eight professionals, full- 
and part-time. Among: ‘the sources of funding has been the venereal 
disease control program. In fiscal 1974, $184,000 was eeancee on the 
nutrition effort (Appendix M). 

Data on growth, obesity and anemia in children, is sent to CDC by 
five States: Arizona, Kentucky, Louisiana, Tennessee and Washington 
(more. limited work is being done with Oregon, Tllinois, Florida and 
Montana). “The ultimate goal,” said a CDC report in January 1975, 

‘is to develop a simple computer system that can be exported to in- 
dividual States or other geographical entities, which will then be able 
to handle their own data.” 

It is reported that HEW has approved a $1.9 million budget for 
CDC for surveillance in fiscal 1977, yet to be approved by the Office 
of Management and Budget, which would permit expansion of the 
program to 10 more States. 

The CDC surveillance will continue to involve only children, not 
only because they are a high-risk group, but because nutritional prob- 
lems are more easily identified and treated in children. In addition, 
existing maternal and infant nutrition programs insure that a high 
volume of low-income children will be tested. The CDC system, be- 
cause it covers a limited age group, income group, and geographic area 
in no way begins to meet the need for specific data on high risk 
populations. 

Time Lae 


Another major problem with HANES, mentioned earlier, 1s the 
time lag in data gathering and reporting. As already noted, data 
gathering for HANES I took about 2 years and is expected to take 21% 
to 3 years for HANES IT. Consequently, the first report from 
HANES IT is not likely until 1979. 

In his testimony at the National Nutrition Policy hearings, Dr. 
Coursin said : 

The HANES survey does a masterful job at the present time within its frame 
of reference. On the other hand, this is a cyclical evaluation occurring over a 5- 
to 10-year period and is not flexible enough to provide current information in 
order to respond rapidly to national needs. 

The time involved in data collection also makes it difficult, if not 
impossible, to draw any relationship between nutrition status and in- 
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come since the prices of food are likely to change considerably over a 
214- to 3-year period. The justification for HANES, submitted to the 
Office of Management and Budget, says: 

. Federal, State and local efforts in providing food stamps and food deliv- 
ery programs, cost billions of dollars annually and affect millions of persons 
directly and indirectly. Many millions of dollars and other scarce resources are 
expended annually by the public and private sectors on programs; research on 
the complex relationship of health and nutrition variables; and the delivery 
of health services to under- and over-nourished persons. Food producers are, or 
will be, required to label the nutritional contents of their products so that an 
“informed” public can make more rational selection of foods consumed. Providing 
concrete indicators over time fulfills a data need provided by no other source on a 
national basis and at a relatively low incremental cost when combined with other 
target assessments proposed. 

But because of the time lag, it is doubtful whether HANES can 
make an accurate measure of the effectiveness of Federal feeding pro- 
grams or provide the data when it is needed for policy decisions. 

In addition, the long time span of the survey permits evaluators to 
avoid northern climes ‘during the winter with the mobile examination 
units used in the survey. The result of this is likely to be a failure of 
data to reflect seasonal differences in nutrient consumption and nutri- 
tional status which could have a significant impact on overall findings, 
possibly indicating better nutritional status than might be found if 
winter readings were to be taken. 

Mr. McDowell realizes that there is a problem with time lag, and 
says the only cure is more money and personnel. About $4 million a 
year is spent on HANES and about half of this is used for the nutri- 
tional component. The survey currently employs 34 field workers op- 
erating in two mobile examination units. With twice as many units, 
Mr. McDowell says, the survey could be done in half the time. 

More funds are also the answer to the problem of slow publication 
of reports and inaccessibility of data. The Cantor report for the Office 
of Technology Assessment said: “Little detailed analysis has been 
undertaken to determine the nature and extent of any relationships 
that might exist among different variables” and said that a statistician 
found the HANES reports “very hard to read.” 

The data gathering for the first phase of the first HANES was com- 
pleted in October 1972, but preliminary biochemical and dietary find- 
ings were not published until January 1974. Part of the delay resulted 
from insufficient staff to process the data more quickly. Three statis- 
ticlans were employed in assembling the preliminary ¢ dietary and bio- 
chemical report, and they completed their work in April 1973. Editing 
and printing occupied the rest of the time until publication. There are 
now only two statisticians working on the final dietary report. There 
is a total of five persons working on preparing the final reports of the 
first cycle of HANES, which are expected to be published in 1976. 

Mr. McDowell acknowledged that his group does not have the time 
to fully exploit the mass of data collected. There are many inter-rela- 
tionships that might be studied, he said, but “we can only scratch the 
surface.” Attempting to partially remedy this, HANES data tapes 
are made available to outside researchers for a small fee. 

Summing up, HANES does perform a useful function in report- 
ing on general nutritional status, but it does not fill the important gap 
in our knowledge about the nutritional status in all areas of the coun- 
try, particularly among high-risk groups, nor does it report in a 
timely fashion. The CDC system does not meet these needs either. 
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The second national nutrition survey now being planned is the Agri- 
culture Department’s Household Food Consumption Survey. In this 
survey, interviewers ask respondents detailed questions about their 
diets, recording data that not only permits analyzing eating habits but 
also estimates of quantities of food eaten, permitting estimates of 
nutrients consumed. 

The White House Conference recommended that these surveys be 
conducted at 5-year intervals, but it looks now as though the survey 
will not even be able to keep its 10-year schedule, partially because of 
politics. (A summary of the data to be reported and their expected 
uses appears as Appendix N.) 

According to the original plan, the pilot survey for the next HFCS 
was to start in mid-1974 and then the basic survey was to get under- 
way in January 1975. However, in July 1974, the Office of Manage- 
ment and Budget directed the Agricultural Research Service to con- 
duct a study of alternative survey techniques. The contract for this 
exploratory study was not signed until June 1975, and the findings of 
the consultant are expected early in 1976. 

If the consultant suggests only one survey technique, then a “dress 
rehearsal” for the survey might be started in mid-1976 with the actual 
survey starting in January 1977. The first results would then be avail- 
able in the fall of 1977. 

But, if the consultant recommends testing alternatives, then the 
survey would probably not begin until January 1978, with the first 
results produced in the fall of 1978, and the final report coming in 
April or May of 1979. 

OMB’s reasons for wanting a delay are reported by one official to be: 
budget considerations; doubt about the survey’s methodology; and fear 
that the survey might produce discouraging data in the 1976 election 
year. 

The HFCS will sample 15,000 households, developing a 38-day die- 
tary history for individuals and a 7-day history for households. In 
addition, there will be sub-samples of 5,000 elderly, 5,000 receiving 
AFDC and 5,000 “working poor” who may or may not be using food 
stamps. The total sample size will be 80,000 households and containing 
about 90,000 individuals. 

The survey data is to be gathered in one year’s time, with a quarter 
of the sample population sampled in each quarter of the year. The 
Nation will be divided into four regions and representative samples 
will be gathered in each region. The survey will employ about 100 
interviewers and is expected to cost about $5 million. 

The HFCS, unlike HANES, is adequately funded to permit it to 
be timely, to eather information regionally and seasonally, and it will 
have a superior food consumption data gathering capacity, collecting 
3-day and 1-week instead of 24-hour diet information as in HANES. 

As noted at the beginning of the section, however, the HFCS is seri- 
ously flawed. 

In justification of the HFCS budget, the Subcommittee on Agri- 
culture of the House Appropriations Committee was told in March 
1975, by M. J. Pallansch, Acting Assistant Administrator, Marketing 
and Engineering Services, of the Agricultural Research Servi ice, that: 
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Food consumption and dietary data are an essential element of the USDA’s 
and other Federal research and educational programs in nutrition. These data 
are critical in identifying those groups of individuals who need more food or 
food of better nutritional quality. 

Although the HFCS can tell what nutrients are being consumed 
and in this way can provide data on nutritional status, consumption 
data is only one half the picture. Nutrition Assessment in Health 
Programs, produced by the American Public Health Association un- 
der contract from HEW, points out: 

Greatly limited food intake is obviously accompanied by sub-optimal] nutrition 
status. However, slight differences in nutritional intake, or even apparent evi- 
dence of failure to meet “official” dietary recommendations, such as the National 
Academy of Science Food and Nutrition Board’s Recommended Dietary Allow- 
ances (RDA), do not indicate the presence of malnutrition. There are, therefore, 
Several reasons why dietary studies have their limitations. These include: 

—Differences in nutritional requirements among individuals; 

—So-called “conditioning” factors such as concurrent disease, genetic or enzyme 
defects which may interfere with or modify an individual’s ingestion, absorp- 
tion, storage, utilization, requirement, destruction or excretion of nutrients ; 

—The skill of the history-taker and the degree of cooperation and memory of 
the subject ; 

—Inadequacy of short-term studies that may not reflect total nutrient intake 
over longer periods. 

Finally, it should be kept in mind that present knowledge of absolute nutri- 
tional requirements is rapidly evolving, that food tables are often incomplete 
and not necessary accurate, and that additional laboratory and clinical investi- 
gations are in order before nutritional deficiency can be determined with con- 
fidence. 

Since the HFCS will study only dietary patterns and will not 
involve clinical or laboratory tests it will not be able to adequately 
measure actual nutritional status in its subjects and therefore will not 
be as useful as it should be in evaluating and setting standards for 
Federal programs. 

Discussion 


Does the United States have an effective system of nutrition moni- 
toring? The answer must be: No. 

Before discussing what such a system might involve, it is necessary 
to make a distinction between different kinds of nutritional assessment. 
HLEW describes periodic nutritional assessment, such as HANES and 
the HFCS as nutrition surveys. Continuing examination of nutritional 
status, such as that performed by the few States working with CDC 
is described as surveillance. An adequate system provides both for 
surveys and surveillance. 

Surveys like the HANES and HFCS are intended to periodically 
provide general baseline data. HEW officials describe the CDC system 
as having the potential to meet the need for surveillance, continuing 
location-specific monitoring of nutritional status that would supply 
data on which to base action programs. 

But, as we have seen, the general surveys are seriously flawed, and 
the CDC is operating in less than a dozen States and is only monitor- 
ing limited nutritional indicators in children. There is no surveillance 
of the adult population in this system. 

In addition, experts have recommended that there be created a 
means of continuously monitoring nutrition status nationally, based 
on a variety of indicators, including food price changes and reports 
from third-party insurers. 
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The internal HEW report, mentioned in previous sections, entitled 
What Should be the Department’s Role in Nutrition and Diet Pertain- 
ing to Health?, prepared in 1971, advocated a surveillance system that 
would “continuously collect, analyze and distribute nutritionally- 
related data now being obtained by all Federal nutrition programs” 
research and service projects, and by national surveys. 

A follow-up memo to the report, written in May 1972, said: 

The information collected by the National Center for Health Statistics, and 
accumulated during the course of the Ten-State Nutrition Survey, is exceedingly 
valuable in providing information on the nutritional status of selected segments 
of a broad cross-section of the U.S. population. 

The HANES study is a specific time study, using a data collection system and 
sample design developed for only the one purpose. It is costly, but can be valuable 
as a major (and perhaps sole) means of establishing baseline data. However, 
neither the Ten-State Nutrition Survey nor the National Center for Health 
Statistics Survey constitute an operational surveillance system. 

What is required is an operational system that makes use of many other 
sources of health information that can, if properly evaluated, and combined with 
data from the specific nutrition studies provide the needed continuing guidance 
for program planning and change. If properly established, most of the basic 
information is collected as part of other health systems. 

Such a surveillance system should be engineered so that it is an acceptable 
stimulus to remedial action once the mechanism shows that remedies should be 
applied. What is needed is a system which covers the population, particularly 
the sub-population groups at particular risks, tests for the adequacy or inadequa- 
ey of nutritional status in relationship to the most critical components of human 
nutrition, identifies and characterizes the populations suffering from nutritional 
inadequacies which have genuine and significant implications for the health of 
individuals making up the population, and identified changes which result from 
the institution of remedial action. 

The basic report envisioned a system that would produce monthly 
or bi-monthly reports on “the nutrition status of high-risk popula- 
tions, incidence of related disease and socio-economic correlations... 
early detection and warning of critical nutritional profiles would be 
provided for specific populations and geographic areas.” The reports 
would be developed from a wide range of sources, including: random 
sampling of food production, processing and sales data; vital statis- 
tics from State health departments; data from third-party insurers 
and from hospitals and health clinics. 

_ the need for short-term as well as long-term reporting of nutri- 
tional status was recognized also by the Select Committee’s panel on 
Nutrition and Government. 

_ The panel recommended that food purchase patterns in representa- 
tive areas be monitored and changes reported on a month-to-month 
basis. For longer term surveillance, the panel recommended the estab- 
lishment of local, State or regional Nutrition Centers with clinical, 
biochemical and dietary competence. Improved monitoring of nutrient 
composition of food and food safety is also needed, the panel said. 

Based on an analysis of past and current nutrition assessment, and 
expert opinion, we find that an adequate system for nutrition 
monitoring should include: 

1. Nutrition surveys conducted at at least 5-year intervals to pro- 
vide general baseline data on the general population and special high- 
risk groups. 

2. Continuous nutrition surveillance of high risk groups at the State 
level and a State capacity to sample its entire population periodically. 
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3. A continuous national monitoring, based not only on nutrition 
surveys and surveillance but on other indicators of nutritional health, 
that would provide reports on a monthly or bi-monthly basis. 


A Puan FoR NurritronaL MONITORING 


When Arnold Schaefer was director of the HEW Nutrition Pro- 
gram he suggested that USDA and HEW join forces in nutrition 
assessment, with HEW developing a nutritional health component for 
the HFCS. 

Under this plan, the HFCS performs its currently assigned task 
plus the work being done now by HANES. This would meet the 
aforementioned monitoring requirement for base-line data on the 
general population. This arrangement would permit the combination 
of the best aspects of both surveys, the food consumption data of the 
HFCS, based on 3-day and 7-day estimates of food intake, and the 
physical and biomedical evaluation of HANES. It would mean that 
the HFCS, which might be renamed, would be able to measure not 
only food consumption but also its affect, allowing it to be used more 
reliably for setting standards for food assistance programs and for 
evaluating them. 

In addition, it would permit basic nutritional health data to be 

gathered in a year’s time, rather than over a 214- or 3-year period and 
i be reported more promptly. It would not be necessary for the medi- 
eal component to sample as large a population as the consumption 
component, perhaps 30,000 of the 90.000 planned for the HECS, This 
would be a manageable size and approximate the sample currently 
studied by HANES. 

With the need for general nutrition assessment being performed by 
the new combined survey, the needs of special groups could be exam- 
ined by HANES ITI, a project that would, under current plans, not 
get underway until 1980 at least. By narrowing the scope of HANES 
to cover certain groups, more specific testing could be used and there 
would be a greater opportunity for experimenting with various test- 
ing methodology. Current methodology is considered too complicated 
and expensive, and there is a need for research in this area. 

The combined survey and the new HANES would meet the need 
for periodic examinations and should be conducted at no greater than 
5-vear intervals. 

To meet the need for continuing surveillance of nutritional health, 
the CDC system should be expanded to cover all States. This would 
mean that over a period of no more than 5 years, each State would be 
given the capacity to continuously monitor in its clinics and hospitals 
the nutritional status of high risk populations, children and adult, as 
well as the capacity to do random sampling of the entire State popu- 
lation periodically, perhaps at 2- or 3-year intervals. This data would 
be evaluated at the State level and sent to CDC or another central 
point for analysis of national conditions. 

The CDC system could make use of the new HFCS-HANKES com- 
bined survey and the HANES special groups survey in studying local 
populations as well as adopting new testing techniques developed in 
the national surveys. 
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The plan just outlined provides for gathering of national, baseline 
data and continuous monitoring of special groups. A third component, 
needed to measure short-term ‘changes in nutritional health on a na- 
tional basis, would gather data from a variety of sources, food proces- 
sors and retailers, hospitals, third-party insurers and the State sur- 

veillance system and publish monthly or bi-monthly reports. These 
would estimate changes in the potential for the population achieving 
adequate nutrition, changes in nutritional health, and local develop- 
ments that are of national interest. 


RECOMMENDATIONS 


1. That Congress require HEW to work with USDA to develop a 
medical evaluation component to the Household Food Consumption 
Survey that would study physical and biochemical indicators of nutri- 
tional health in the same size sample population now covered by 
HANES. 

2. That Congress direct that the next HFCS begin no later than 
January 1, 1977; and that these surveys be conducted at 5-year inter- 
vals thereafter. 

3. That Congress direct that the second cycle of HANES, sched- 
uled to begin early in 1976, be delayed for a year to permit the sur- 
vey to be redirected to the study of the nutritional problems of groups 
at high nutritional risk; and that the HANES staff be increased to 
permit data gathering to be completed within 12 months and issuance 
of reports within 6 months of the completion of data gathering. 

4. That Congress direct that the Center for Disease Control devise a 
plan for the expansion of a nutrition surveillance system throughout 
the United States over the next 5 years and that the system have the 
capacity for continuous nutrition surveillance of high-risk groups of 
all ages as well as the capacity to periodically sample the entire State 
population at least at 5-year intervals. 

5. That Congress require HEW and USDA to jointly determine 
which indicators can best be used to monitor nationally the nutritional 
health of the general population and special high-risk groups on a 
monthly or bi-monthly basis and that. recommendations on establish- 
ing such a monitoring scheme be submitted by December 31, 1976. 
The indicators might include but would not be limited to: food prices: 
data from third-party insurers: data from State surveillance; food 
production, processing and retailing data and data from health clinics 
and hospitals. 

6. That Congress require HEW to initiate studies aimed at improv- 
ing techniques for physical and biochemical nutrition evaluation and 
make an annual report to Congress on progress. 

That Congress require U SDA to study food consumption survey 
techniques and adequacy of data on food composition, food fortifica- 
tion and food additives with recommendations being made to Con- 
cress by June 30, 1976, on action needed to ensure the ‘next Household 
Food Consumption Survey develops nutrient consumption data of the 
highest accuracy possible. 
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Cuarpter IIT 
CONTROL OF NUTRITION POLICY 





We recommend that presently diffused Federal machinery for dealing 
in a piecemeal way with food and nutrition as they relate to health be 
administered hereafter as a total system under clear policy guidance, 
accountability, program management, and independent mechanisms for 
evaluation. Balkanization of responsibilities and authorities constitute 
a serious barrier to a concerted attack on hunger and malnutrition.— 
From the 1969 White House Conference on Food, Nutrition and Health. 


In 1945, the Bureau of the Budget recommended that the coordina- 
tion and cooper ation that had existed in nutrition policy during the 
war be continued in peacetime. 

Among its recommendations were: 


—Arrangements should be made for continuing the coordination of Federal 
agencies on a long-term basis. 

—Federal agencies interested in the effectiveness of Federal-State health and 
education programs, ought to encourage the development of State inter- 
agency coordination committees. 

The need for coordinating nutrition programs of the bureaus and offices re- 

mains after the expiration of the War Order assigning such responsibility 

to the War Food Administrator. Peacetime responsibility for leadership. 
should be clearly assigned by Executive Action. 

—The Federal Interagency Committee, made up of representatives of each of 
the Federal agencies having field programs should be retained because of 
its long term possibilities and should form several subcommittees. 

—State agency coordination is desirable and ought to be continued, probably 
by a State interagency coordinating committee. Such committee should 
utilize the subcommittees and designate an individual to serve as secretary 
or Staff assistant. 

—Federal bureaus and offices should encourage continued experimentation by 
the State agencies with various methods for developing the community pro- 
grams designed to raise nutritional levels. 

—Some suitable arrangement is needed whereby national food industry ad- 
vertisers can submit their advertising, preferably on a voluntary basis, to a 
central point in the Federal Government for clearance. 

—Federal bureaus and offices should contract for National Research Council's 
services, as needed, on a specified project by project basis. — 


But, without the imminent threat to survival presented by war, the 
pressure for cooperation disappeared and control of nutrition policy 
passed back to the hands of traditional market forces. In 1969 the 
White House Conference, coming immediately after the first reporting 
of significant malnutrition by the Ten-State Survey, called again, 
with ‘greater urgency than the Bureau of the Budget, for coordinated 
action in nutrition: 





Interdepartmental coordination of policies and resources of the executive 
departments and agencies is essential if there is to be agreement on objectives 
and priorities for Federal action in the field of nutrition and health. While many 
departments and agencies can and should be operationally involved in programs 
and activities to improve nutrition and health, there is a need to focus policy per- 
spectives and overall responsibility at the Cabinet level. Councils and committees 
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chaired by an official of Cabinet rank are not the answer; they lack authority 
and become bureaucratized. 

A clear presidential delegation of prime policy leadership within the executive 
branch, equated with the role of the Secretary of State in the field of foreign 
affairs, will be necessary to establish a strong center of policy coordination for 
food, nutrition and health. 

We recommend that the Secretary of Health, Education and Welfare be as- 
signed by Presidential Executive Order governmentwide policy and coordinating 
responsibilities for food and nutrition as they relate to health. We recommend, 
moreover, the early transfer of the food stamp and food distribution programs to 
the Department of Health, Education and Welfare. 


AN report on the history of national nutrition policy between 1917 
and 1974, prepared by HEW for the Select Committee’s national nutri- 
tion policy hearings (Appendix O), from which the Bureau of the 
Budget recommendations were quoted, said in its summary: 

As one reflects upon the recommendations relative to nutrition made by some 


of the conferences and groups convened for well over half a century, one becomes 
aware of their striking similarity and recurring themes. 


RoaDBLOCKS TO CHANGE 


The continuing failure to institutionalize a means of coordinating 
nutrition policy can be attributed to lack of interest or leadership, but 
there is evidence that a far greater roadblock has been the awareness 
that coordinating a policy that would bring safe, healthful food to all 
Americans in adequate amounts would implicitly involve fundamental 
changes in the food production and processing industry, the Nation’s 
largest industry, and in basic economic policy. 

Nowhere are the basic preconditions for improved nutrition clearer 
than in the experience of England during World War IT, a study by 
A. H. J. Baines and D. F. Hollingsworth, Diets of Working Class 
Families with Children Before and After the Second World War, in 
the Nutrition Abstracts and Review in 1963, summarizes fundamental 
changes occurring in the British economy and food policy that per- 
mitted an actual improvement in nutritional health at a time when 
imported food tonnage was cut in half: 


There were many reasons for this (improvement of nutritional health) : attain- 
ment of full employment, reduction of class disparity, and deliberate direction 
of food policy towards improvement of the diet of the nutritionally vulnerable 
groups. One result of food control was perhaps not wholly foreseen. To take one’s 
rations in full was a legal right which became almost a duty. Hence rationing 
first increased and then maintained the consumption of several basic foods in the 
larger and poorer families, while restraining it in others. Those constraints 
ceased’ to operate in 1954, but much of the gain was permanent. 

By the end of the war the national diet provided more of all nutrients esti- 
mated, except fat and vitamin A, than that before the war. The greatest changes 
were increases in supplies of calcium, brought about by increased supplies of 
liquid and processed milk and by addition of chalk to flour, and in supplies of 
vitamins of the B complex, caused mainly by increase of the extraction rate of 
flour. The fortification of all domestic margarine with vitamins A and D (some 
brands had been fortified as early as 1927) helped to counteract reduction of 
supplies of butter and eggs. Other important measures were provision of cod liver 
oil and orange juice as well as milk at reduced price for expectant mothers and 
voung children, expansion of the school meals service and encouragement of com- 
munal meals for industrial and other workers, 


The preliminary findings of the Ten-State Survey, released early in 
1969, made it clear to students of nutritional health that the solutions 
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to their concerns extended beyond food research and nutrition counsel- 
ing and education. The White House Conference report said: 


Nutritional insufficiency and income insufficiency are inseparable apieay 
Within the present food distribution system in the United States adequate nutri- 
tion is impossible without adequate income, although income alone cannot guar- 
antee superior nutrition. Experience and evidence indicate that when income is 
limited, the family unit may feel that certain priorities stand higher than the 
food budget. So any food program, to succeed, must consider the other demands 
on the family budget. Any long-range programs developed to eliminate hunger 
and malnutrition must include provisions to insure family income adequate to 
all basic needs. Also it is socially and economically undesirable to create a perma- 
nent food delivery system, operating outside the market, for the poor alone. 

The Panel coneludes that any nutrition programs sponsored by the Federal or 
other governmental units must insure a flow of dollars for the family rather than 
a flow of food. Only in this way can the twin goals of human dignity and ade- 
quate nutrition be met. 

RECOM MENDATION 


A National program for adequate income maintenance must be developed at 
once to replace both the present welfare and food distribution programs.” 

Planning must begin by January 1, 1970. 

The President’s budget for fiscal year 1971 must reflect a commitment to change: 
by identifying the dollars to be used for income maintenance. 

Appropriations for an income maintenancy program must be sufficient to reach 
one-half of the annual dollar goal per family by fiscal year 1972. 

The remaining dollars for this program must be budgeted in fiscal year 1978. 

The accomplishment of these steps will virtually eliminate the need for special 
kinds of food distribution. programs for families or for special groups within 
families. Until this target date (July 1, 1972), every effort must be made to insure: 
that all existing Federal food distribution programs be coordinated and modi- 
fied and simplified so that they reach all those in need. 

The dollar value of an adequate income for a family of four shall be no less 
than the lowest subsistence budget estimated by the Bureau of Labor Statistics 
which was $5,915 in 1967. The dollar value must be continually adjusted to fluc- 
tuations in the consumer price index as identified by the Bureau of Labor 
Statistics. 

This thrust of the Conference recommendations, with specifics on 
a base income, was not appreciated by the Administration, which at 
the time was pressing for acceptance of its Family Assistance Plan, a 
plan that would not have provided the money recommended by the 
Conference. In The Politics of A Guaranteed Income, Daniel P. 
Moynihan, an architect of the Administration’s proposal, said: 

The mood of the (White House) conference was radical and hostile to the 
Administration. Here NWRO (National Welfare Rights Organization) raised 
the standard of “$5,500 or Fight,” and found in Senator Eugene J. McCarthy a 
sympathizer and sponsor. 

The Administration, acting to stifle anything that would promote 
the growth of the food stamp program or undermine the FAP posi- 
tion, moved against the Ten- State, as reported earlier. Dr. Arnold 
Schaefer, director of the survey and out- spoken in his advocacy for 
action to eliminate hunger, was forced to resign. Technical changes 
were made to delay the Telease of the final Ten- State findings and to 
assure that the final statistics would be so general as to hide groups 
at high nutritional risk. There is evidence that this experience with 
national nutrition assessment, touching on basic agricultural and 
economic policy, was a key factor in HEW’s pulling back from nutri- 
tion in general and particular ly from any activity that might again 
threaten Administration positions. 
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Dr. Nathan Smith, a professor of pediatrics at the University of 
Washington who had participated in the Ten-State, was brought to 
HEW in the summer of 1970 as a special assistant to the Secretary, 
first Robert Finch, then Elliot Richardson, responsible for devising a 
new nutrition program. Dr. Smith had no budget and no control over 
any program. It is possible that he was brought in to allow the De- 
partment to claim an interest in nutrition and cover the dismantling 
of the Ten-State Survey, which nearly coincided with Dr. Smith’s 
appointment. 

Dr. Smith presented a proposal to Secretary Richardson: which in- 
cluded an initiative in surveillance of high-risk groups. It was politely 
received and politely rejected. Dr. Smith left after 10 months. He had 
announced when he arrived that he would stay only a year, and this 
may have limited his effectiveness. An official familiar with the period 
said there was “not enough steam up, enough interest.” 

No trace of Dr. Smith’s proposal could be found by HEW officials 
asked to locate it in the preparation of this report. 

Shortly after the White House Conference, a small group of HEW 
officials began meeting informally to consider what direction the De- 
partment should take in nutrition. In June 1971, the group, headed by 
Dr. Ogden C. Johnson, then director of the Division of Nutrition in 
the Food and Drug Administration, was asked to “undertake a study 
of the role of the Department in nutrition and diet as related to 
health.” This was to be used in Department planning for the period 
1973-77. 

In September 1971, the group produced a report, quoted several 
times earlier in this report, titled What Should be the Department’s 
Pole in Nutrition and Diet Pertaining to Health? (Appendix D). The 
report is the most thorough examination of nutrition problems and 
possible solutions produced by HEW since then. 

Among the problems cited in the report were: 

—Only limited requirements for nutrition services in health programs. 

—Inadequate nutritional counseling manpower. 

—Need for third-party payment for nutrition services. 

—Need to examine the changing character of food buying patterns and implica- 

tions for fortification. 

- —Insufficient knowledge about the relationships between diet and heart disease, 
nutritional status and learning and nutrient requirements during periods 
of stress. 

—Need to gear nutrition education to behavorial patterns. . 

The report says repeatedly that the Department must act to ensure 
that those who cannot afford an adequate diet are given support. In 
relation to the food supply, the report suggests that: “If most pro- 
cessed foods were required to contain a minimal baseline nutrient level, 
even those selecting a rather poor, restricted diet would receive basic 
nutrient requirements.” Such a change could be accomplished, it said, 
through the Food and Drug Administration establishing guidelines 
and regulations that would not only permit but “in fact require, that 
the nutritional quality of food be raised when this will benefit the 
population.” 

To begin coping with nutrition problems, the report recommended 
that HEW: 
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1. Develop a nutrition surveillance system. (‘‘Most of the alternatives proposed 
later in this report will prove effective only if a nutrition surveillance system 
can be organized.’ ) 


2. Develop a Departmental policy on nutrition and health. (‘‘It would be ad- 
vantageous to have a stated nutrition health policy that could be used not only 
within the Department, but would also serve to guide other Federal and State 
agencies in their consideration of programs that have direct or indirect influence 
on the nutritional health of individuals and population groups.”’ ) 

3. Establish a nutrition coordinating committe within the Department. (“The 
committee ... feels that the fragmentation of effort, in part due to the lack 
of a coordinating group, has led to duplication, and loss of awareness by program 
staffs of related actions in nutrition and health.’ ) 

The report was circulated in the department, but no action was 
taken. As noted earlier in this report, most conditions described by the 
Johnson committee in 1971 exist today. The report was “put aside” 
said a person familiar with its work, because there was no interest in 
the upper ranks. As an informal, internal document, he said, it could 
be easily ignored. 

The next attempt to organize nutritional health activities within 
HEW seems to have been started by chance. Secretary Richardson 
read an article on the Op-Ed page of the June 14, 1972 New York 
Times, written by Henry J. Heinz 2nd, chairman of the H. J. Heinz 
Company. Entitled Vutrition Illiteracy, it began: 

We are a nation of nutritional illiterates. Despite a wealth of scientific knowl- 
edge of nutrition, too many of us do not know what a balanced diet is, and are 
ignorant of the essential nutrients we need and the foods that contain them. We 
have an abundant food supply, yet our eating habits are deteriorating. And it is 


not just the poor who are affected, though lower-income families undoubtedly 
fair less well nutritionally than the average. 


Mr. Heinz concluded: 


Nutrition education must become a priority concern of state and local govern- 
ments and all schools. The food and beverage industries should support this 
effort as well as follow policies of scrupulous accuracy in advertising and label- 
ling. In addition, they can contribute to better nutrition by following sound prin- 
ciples of nutrition in the formulation of improved foods. 

A memo (Appendix P) was then circulated to the Assistant Sec- 
retaries for Planning and Evaluation, Legislation and Education by 
Richardson’s assistant executive secretary, saying that the Secretary 
had read the article and had asked (in pen on the margin of the 
article) : 


“Ts this something we should consider?” 


The response from the Assistant Secretary for Planning and Eval- 
uation (Appendix Q) contained a suggestion that there be established 
a nutrition coordinating committee within the Department, a sugges- 
tion based in part at least on familiarity by a staff member with the 
earlier proposals of the Johnson panel. The suggestion was approved 
by Richardson (Appendix R) who wrote: “Let’s do it,” on the margin 
of the memo from Planning. Another memo from Planning (A ppen- 
dix S) suggested that the Assistant Secretary for Health be made 
responsible for the committee’s work, and the Secretary approved this 
suggestion in a memo dated October 24, 1972 (Appendix T). A formal 
charter setting up the committee for a two-year period was signed in 
April 1973 (Appendix U). 
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The annual report of the coordinating committee for fiscal year 
1974 (Appendix V) shows that its first year of work involved primar- 
ily the gathering of information on nutrition activities within the de- 
partment and the drafting of a nutrition policy statement (Appendix 


The policy statement was drafted by Dr. Johnson, who was ap- 
pointed chairman of the coordinating committee in J uly 1973. The 
statement was written after the sales of Soviet grain in 1972 and 1978, 
which resulted in radical food price increases, and this may have been 
a factor in the willingness of Dr. Johnson to stake out a claim for 
nutritional health in dangerous areas of agricultural and economic 
policy. 

In capital letters, the policy statement proclaimed: 


“ALL CITIZENS SHALL HAVE ACCESS TO AN ADE- 
QUATE AND SAFE SUPPLY OF FOOD AND ABILITY TO 
IDENTIFY, SELECT AND PREPARE AN OPTIMAL DIET, 
IRRESPECTIVE OF SOCIAL OR ECONOMIC STATUS.” 


The statement then goes on to say, in the section on food supply: 


The production and processing of food must be given the highest priority by 
the government as well as by the private sector. Those agencies responsible for 
food must constantly review the supply of food, its safety and its cost, to assure 
that food adequate in quality and quantity is available to meet nutrition needs. 

Furthermore, the draft said, to assure adequate diets, HEW should 
be involved in “provision of financial resources or in some cases, food 
resources.” And it said: 

The Department should assist in eliminating inequities which penalize many 
families in achieving good nutrition, such as recognizing the higher cost of living 


in some geographic areas and the variations often found in wages, costs of food 
and quality and quantity of food markets. 


In the area of nutritional surveillance, it said in part: 


Those segments of the population whose diet is inadequate, excessive, or inap- 
propriate for their health status need to be identified in order to better target 
program funds and services to their needs. 

The policy statement was not adopted. There were a variety of rea- 
sons, not the least of them the change in personnel at various levels. 
“Tt was a little hard to get any direction” from the Secretary, said a 
former official, in part because the Secretaries changed, as did their 
representatives in dealing with the committee. 

But another key factor in the rejection of the policy statement was 
its assumption of responsibility in areas, such as food assistance and 
agriculture policy, that had traditionally been the preserve of the 
Department of Agriculture or economic policy makers. 

Dr. Johnson left HEW in early 1974, and Dr. Myron Mehlman be- 
came the committee’s chairman. The work of the committee continued 
in an irregular fashion, with the drafting of a policy statement still 
one of its ‘principal tasks. A version drafted in November 1974 (Ap- 
pendix X) follows the general principles of the Johnson draft but 
withdraws from direct conflict with the Department of Agriculture in 
food policy, saying: 
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The Department of Health, Education and Welfare acknowledges the fact that 
authorities in respect to many aspects of the food supply are shared with the 
United States Department of Agriculture, the Environmental Protection Agency, 
and other Federal agencies and State and local governments. Since USDA has 
the Federal responsibility for the supply of food, then DHEW adopts the role of 
advocate of the “demand” side of the equation, demand as to sufficiency, variety, 
quality and reasonableness of costs. 

The draft did, however, take a strong position for economic equity 
as a prerequisite to equal access to adequate diets, endorsing “‘the most 
sound and equitable means of income maintenance,” and in its last 
section on international nutrition problems it ventured back into food 
policy, saying : 

... a given weight of certain grains meets the protein needs of more people 
than an equivalent weight of animal protein. Per se, this observation does not 
necessarily dictate a major shift in dietary practices by Americans to conserve 
grain for the less sufficient nations, although this might be a compassionable act. 
But, if it were demonstrated that such a shift would be actually beneficial to 
American health, then evaluation of such a move would be worthy of serious 
consideration. 

Early in 1975, the job of drafting a statement for the Department 
was taken over by officials under the Assistant Secretary for Health 
but not members of the committee. One of them was Dr. Charles U. 
Lowe, Special Assistant to the Assistant Secretary for Health, Office 
of Child Health Affairs, a member of the Johnson panel in 1971. 

The new statement, Health Aspects of Nutrition (Appendix Y), 
was adopted in February 1975 as the Department’s position on nutri- 
tion. The statement is similar in tone to the Johnson draft statement, 
establishing in HEW the responsibility for examining policies of 
other Departments in so far as they relate to nutritional health. 

The statement says: “A high priority is to ensure that every 
American has access to an adequate supply of wholesome food which 
provides all nutrients known to be essential to maintain and improve 
health and vitality.” And it says: 


Special attention shall be directed at the relationship between sound nutrition, 
the availability and cost of food, and policies of the Department of Agriculture. 


In its discussion of biomedical research, the statement says: 


Research shall also be directed towards helping to resolve the controversy con- 
cerning true human protein needs and the feasibility of relying more heavily on 
grain aS a source of protein. This not only provides an opportunity for possible 
improvement in health, but also offers an opportunity for more equitable and 
improved grain utilization in the face of increasing world demand for food. 


The statement also calls for thorough nutritional assessment : 


This (nutritional monitoring) shall be accomplished through general surveil- 
lance activities at the national level, and through local surveys of high-risk 
populations. Such monitoring shall include the identification and full assessment 
of the extent and location of nutritional problems according to region, income, 
food availability, ethnicity, and sex... 


Taken as a whole, the statement reflects a desire expressed by sev- 
eral officials working for Assistant Secretary Cooper to expand HE W’s 
role in food policy decision-making as it relates to health, particularly 
into areas that have traditionally been the province of the Department 
of Agriculture. 

HEW would like its Maternal and Child Health nutrition guide- 
lines used in the feeding programs administered by USDA. In 
broader policy, HEW officials want the department to have a say in 
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grain sale agreements since massive sales, such as those to the Soviet 
Union, materially affect food prices in the United States and conse- 
quently reduce the value of benefits to low-income people, HEW also 
wants to be heard on the health implications of agricultural practices. 
Dr. Cooper recently sent a letter to the National Academy of Sci- 
ences, for example, asking that the following questions be included 


for consideration in a food policy study being conducted at the request 
of President Ford. 


—What are the advantages and maximum health benefits of cereal grains— 
over animal products—as a dominant source of protein and calories in the 
human diet? What are the implications of efforts to grass-fed rather than 
grain-fed cattle for human consumption? What is the time-frame for shifting to 
predominantly grass-fed cattle in this country; what would be the environ- 
mental impact and socio-economic consequence of such a change? Is there a po- 
tential role for the Federal Government in providing incentives to facilitate a 
major switch in the way we allocate grain and raise livestock? 

—What are the mechanisms for change and by what methods can we supple- 
ment improved educational activities to produce desired alterations in the diet 
and eating habits of Americans? Must we look forward to the kinds of dismal 
results that we have experienced—despite nation-wide educational efforts—in 
our current anti-smoking campaign ?”’ 

These and other questions in the memo have not been included in 
the study, according to an HEW official, but they are an indication 
that some officials in the department have a sense of the role for health 
in food policy envisioned by the White House Conference and the 
Johnson panel in 1971. 

There is, however, no organizational mechanism in HEW for realiz- 
ing this vision. The coordinating committee, plagued by lack of budg- 
et, changing personnel and bureaucratic infighting, did not produce 
work satisfactory to Dr. Cooper and he did not renew its charter when 
it expired in April 1975 (Appendix Z). He asked his Office of Pro- 
gram Implementation to recommend ways of dealing with nutrition 
policy, and a report may be made in December 1975, or early in 1976. 
Currently the Office is receiving from HEW’s various branches de- 
scriptions of their work in nutrition, repeating an operation conducted 
by the coordinating committee. 

One option under consideration for the management of nutrition 
policy is the creation of an Office of Nutrition to provide a special 
focus and full-time effort. This would cost money, however, and officials 
expect that, given the Administration’s history in nutrition, an option 
-~will be selected that costs nothing, such as recreation of a coordinating 
committee. (There is currently a nutrition coordinating committee in 
the National Institutes of Health, but this does not affect department- 
wide policy.) . 

‘Even if an Office of Nutrition were created it is doubtful that it 
-would have any real impact unless it is given power from the top 
of the Department, and the Department must be given power in the 
area of food policy by the President. The history of the Ten-State 
Survey alone shows that unless the President and those concerned 
with food policy in the Cabinet are prepared to give health a pre- 
dominant place in food and economic policy it is impossible to effec- 
tively carryout programs that even attempt to examine the state of 
the Nation’s nutritional health, much less take steps to improve it. 

One HEW official who struggled with drafting the departmental 
policy statement pointed out: “You can’t . . . build policy from the 
bottom up ... You’ve got to have some decisions on the big pieces.” 
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The history of the management of nutrition policy in the Depart- 
ment of Health, Education, and Welfare over the last 8 years 1s) 
characterized by conscious neglect. Clearly there has been resistance: 
to taking even the smallest action that would support spending for 
food assistance programs or would in any way threaten the existing 
patterns of trade in the food industry. OF 

The experience with the Ten-State Nutrition Survey and attempts 
to organize nutrition policy within HEW since the White House 

Conference show that effective steps to improve the nutritional health 
of the Nation can be taken only as the President and his Cabinet give 
health the highest priority in food policy and in related aspects of 
general economic policy. 7 . Bios 

In December 1974, President Ford asked the help of the National 
Academy of Sciences “in a major effort to lessen the grim prospect, 
that future generations of peoples around the world will be confronted 
with chronic shortages of food and with the debilitating effects of 
malnutrition.” As part of the Academy’s initial response to the Ford 
request, published in November 1975, the Academy’s Food and Nutri- 
tion Board submitted a report which said: 


The urgency and complexity of the situation set forth in the President’s letter 
demand that prompt action be taken to establish an effective mechanism within 
the Federal government to bring focus and coherence to U.S. food and nutrition 
policies and programs. This mechanism should include both domestic and inter- 
national dimensions and should recognize the intimate relationships among food, 
agriculture, and health systems. Accordingly, serious consideration should be 
given to the formation of a Federal food and nutrition policy board, a council of 
appropriate departmental Secretaries, or other comparable body with adequate 
authority to bring about coordination of Federal research agencies. 

Whatever the exact form such device might take, the key need is for essential 
governmental focus on nutrition as it relates to food supply and problems of 
population health. Such a focus is essential if coordinated action and research 
efforts on these important problems are to occur on the needed time seale. In the 
past, whereas the medical sciences have clearly been in the province of DHEW 
and the agricultural sciences clearly the responsibility of USDA, nutrition—with 
its important relationship to each of these applied branches of biology—has 
belonged unequivocally to neither. The unhappy consequences of this situation 
have been noted repeatedly. 


The report recommends that responsibility for leadership and co- 
ordination of nutrition policy be placed outside USDA and HEW 
in a nutrition policy board. Such a board, composed of the Secretaries 
involved in food policy would have the power to effect cooperation 
among the Departments. 

In addition, it is necessary to create a post within HEW that will 
manage the Department’s nutrition, with power over the nutrition 
budget. This office would also coordinate HEW’s nutrition activities 
with those of other Departments. Finally there is a need to create 
in HEW a staff that will gauge the health implications of various. 
agricultural policies and practices and general economic policy as it. 
pertains to nutritional health. 
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RECOMMENDATIONS 


1. That Congress establish a food and nutrition policy board in the 
Executive Office of the President, composed at least of the Secretaries 
of Agriculture, State, and Health, Education and Welfare, to advise 
the President, coordinate inter-Departmental nutrition activities, and 
to prepare, as part of the State of the Union presentation, an annual 
food and nutrition plan for the Nation. 

2. That Congress establish in HEW an Assistant Secretary for Nu- 
trition and that all funds for nutrition activities within HEW be ad- 
ministered by the Assistant Secretary for Nutrition. 

3. That Congress establish within HEW an Office of Nutritional 
Health Evaluation that would be responsible for evaluating the nutri- 
tional health implicatoins, domestically and internationally, of U.S. 
agricultural practices and policies and to advise on the impact of 
changes in domestic economic policies on nutritional health. 

4. That Congress require the Secretary of Health, Education and 
Welfare to provide a report by June 30, 1976, on the Department’s 
plans in the area of nutrition for the next two years with special atten- 
tion to action recommended by the 1971 report What Should Be the 
Department’s Role in Nutrition and Diet Pertaining to Health? 
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APPENDIX A 


BENEFITS FROM HUMAN NUTRITION RESEARCH 
[By C. Edith Weir] 
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This report is part of a study conducted at the direction of the Agricul- 
tural Research Policy Advisory Committee, U.S. Department of Agri- 
culture. A joint task group representing the State Agricultural Experi- 
ment Stations and the U.S. Department of Agriculture was assigned the: 
responsibility for making the study. Task group members were: 

Dr. Virginia Trotter, co-chairman, dean, College of Home Economics, 

University of Nebraska; Dr. Steven C. King, co-chairman, associate 
director, Science and Education Staff, U.S. Department of Agriculture; 
Dr. Walter L. Fishel, assistant professor, Department of Agriculture 
and Applied Economics, University of Minnesota; Dr. H. Wayne 
Bitting, program planning and evaluation staff, Agricultural Research 
Service, U.S. Department of Agriculture; Dr. C. Edith Weir, Assistant 
Director, Human Nutrition Research Division, Agricultural Research 
Service, U.S. Department of Agriculture. 

Better health, a longer active lifespan, and greater satisfaction from 
work, family and leisure time are among the benefits to be obtained 
from improved diets and nutrition. Advances in nutrition knowledge 
and its application during recent decades have played a major role 
in reducing the number of infant and maternal deaths, deaths from 
infectious diseases, particularly among children, and in extending 
the productive lifespan and life expectancy. Significant benefits are 
possible both from new knowledge of nutrient and food needs and 
from more complete application of existing knowledge. The nature 
and magnitude of these benefits is estimated in Table 1. Potential 
benefits may accrue from alleviating nutrition-related health problems, 
from increased individual performance and satisfactions and in- 
creased efficiency in food services. A vast reservoir of health and 
economical benefits can be made available by research yet to be done 
on human nutrition. 

Major health problems are diet related—Most all of the health 
problems underlying the leading causes of death in the United States 
(Fig. 1) could be modified by improvements in diet. The relationship 
of diet to these health problems and others is discussed in greater 
detail later in this report. Death rates for many of these conditicns 
are higher in the U.S. than in other countries of comparable economic 
development. Expenditures for health care in the U.S. are skyrocket- 
ing, accounting for 67.2 billion dollars in 1970—or 7.0 percent. of the 
entire U.S. gross national product. 

The real potential from improved diet is preventive —Existing evidence 
is inadequate for estimating potential benefits from improved diets 
in terms of health. Most nutritionists and clinicians feel that the real 

Source. Human Nutrition Research Division, Agricultural Research Service, U.S. Department of 


Agriculture. Issued August 1971 by Science and Education Staff, United States Department of Agriculture, 
Washington, D.C. 
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potential from improved diet is preventative in that it may defer 
or modify the development of a disease state so that a clinical condition 
does not develop. The major research thrust, nationwide, has been 
on the role of diet in treating health problems after they have devel- 
oped. This approach has had limited success. USDA research emphasis 
has been placed on food needs of normal, healthy persons and findings 
from this work have contributed much of the existing knowledge on 
their dietary requirements. | 

Benefits would be shared by all.—Benefits from better nutrition, 
made possible by improved diets, would be available to the entire 
population. Each age, sex, ethnic, economic, and geographic segment 
would be benefited. The lower econcmic and nonwhite population 
groups would benefit most from effective application of current 
knowledge. 

These savings are only a small part of what might be accomplished 
for the entire population from research yet to be done. Some of the 
improvements can be expressed as dollar benefits to individuals or to 
the nation. The social and personal benefits are harder to quantify 
and describe. It is difficult to place a dollar figure on the avoidance 
of pain or the loss of a family member; satisfactions from healthy, 
emotionally adjusted families; career achievement; and the oppor- 
tunity to enjoy leisure time. 

Major health benefits are long range.—Predictions of the extent to 
which diet may be involved in the development of various health 
problems have been based on current knowledge of metabolic path- 
ways of nutrients, but primarily of abnormal metabolic pathways 
developed by persons in advanced stages of disease. There is little 
understanding of when or why these metabolic changes take place. The 
human body is a complex and very adaptive mechanism. For most 
essential metabolic processes alternate pathways exist which can be 
utilized in response to physiological, diet, or other stress. Frequently, 
a series of adjustments take place and the ultimate result does not 
become apparent for a long time, even years, when a metabolite such as 
cholesterol accumulates. Early adjustment of diet could prevent the 
development of undesirable long-range effects. Minor changes in diet 
and food habits instituted at an early age might well avoid the need 
for major changes, difficult to adopt later in life. 

Regional differences wn diet related problems.—The existence of 
regional differences in the incidence of health problems has been 
generally recognized and a wide variation in death rates still exists 
among geographic areas. ‘These differences in death rate may reflect 
the cumulative effect of chronic low intake levels of some nutrients 
throughout the lifespan and by successive generations. A number of 
examples of regional health problems attributable to differences in 
the nutrient content of food or to dietary pattern could be given. 
Perhaps the best known is “‘the goiter belt”? where soils and plants were 
low in iodine and the high incidence and death rate of goiter was 
reduced when the diet was supplemented with iodine. Another situa- 
tion existed in some of the southern states where pellagra was a 
scourge a few decades ago. Corn was the major food protein source for 
low income families in these areas. The resulting niacin deficiency 
raised the incidence of pellagra to epidemic proportions. 
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Migration from the high death rate areas almost always results in a 
reduction in the death rate, although the improvement never ap- 
proaches the level achieved by those who were born and continued to 
live in the low rate areas. Similarly, persons who move from low rate 
areas into higher rate areas lose part of the advantage. If the death 
rate for one of the high death rate areas, Wilkes Barre, Pennsylvania, 
were applied to the entire U.S. population, 140,489 more persons under 
65 years would have died per year during the period 1959-61. If the 
death rate for one of the lower rate areas, Nebraska, had prevailed, 
there would have been 131,634 fewer deaths. The highest death rate 
areas generally correspond to those where agriculturists have recog- 
nized the soil as being depleted for several years. This suggests a 
possible relationship between submarginal diets and health of succeed- 
ing generations. 


TABLE 1—MAGNITUDE OF BENEFITS FROM NUTRITION RESEARCH 


. Potential savings from improved 
Health problem Magnitude of loss diet 


PART A. NUTRITION RELATED HEALTH PROBLEMS 
Heart and vasculatory_._.__- Over 1000/0000 deaths in 19672. 2 ee ee 


Over 5 millicn people with definite or suspect heart 25-percent reduction. 
disease in 1960-62. 


S3lGrbil tions GG2 sew st gh 20-percent reduction. 
Respiratonyand Infectiouse--= .62-000ideaths per yeala- =. ee =e ee ee 

ZA OIMIUULONRINCIGeNES til 9 G7 eee ee oe ne ee ee 20 percent fewer incidents. 

141 million work-days lostin 1965-66________________- 15-20 percent fewer days lost. 

T6Gymillion:sehoolidavs losta=-- 520-2 = ==08 22222 Do. 

$5 million in medical and hospital costs_______.___.__- $1 million. 

$1 billion in cold remedies and tissues______...______- $20 million. 
Mentalhealthta2 == ee 2.5 percent of population of 5.2 million people are 10 percent fewer disabilities. 


severely or totally disabled. 25 million people have 
manifest disability. 


Infant mortality and repro- Infant deaths in 1967—79,000___.___._...---____-__- 50 percent fewer deaths. 
duction. Infant death rate 22.4 per 1,000_________-__________- Do. 
Fetalideathiratemt:Gipen 1 C002 sa ee Do. 
Maternal death rate 28.0 per 100,000 live births________ Do. 
Child death rate (1-4 yrs.) 96.1 per 100,000 in 1964____- Reduce rate to 10 per 100,000. 
15 million with congenital birth defects__.._.__...___-_- 3 million fewer children with 
birth defects. 
Early aging and lifespan_.__. 49.1 percent of population, about 102 million people 10 million people without im- 
have one or more chronic impairments. pairments 
People surviving to age 65: Percent 
Wiitev males 53 to 2s eee Oe ee Ee 66 1 percent improvement per year 
NesnoymaleSs =.= Satan. ae eo 50 ~— to 90 percent surviving. 
Whitewvfenmales = e228 oe Ee 81 
Nesrostemal eS se eeeee ate 64 
Life expectancy in years: 
hitewmates2 s2. ste aos see ee 67.8 Bring Negro expectancy up to 
NeShonmaleSeae sae eee 61.1 to White. 
Whitettemales=. 202s sees TaN 
Negnosienia loSmesem antes aces. oe, 68. 2 
ATntIS@ oso eee ee oe 16: millionapeople-atiiicteda2 eae" 5... 8 million people without 
afflictions. 
2) millionwonk, daySiloSteee= sees. 5b ee 13.5 million work days. 
500, 000 people unemployed__-_____________.__-___- 125,000 people employed. 
Annualkcost:$316sbil ion = een eae $900 million per year. 
Penta healing.-o.. set 44 million with gingivitis; 23 million with advanced 50 percent reduction in incidence, 


periodontal disease; $6.5 billion public and private severity and expenditures. 
expenditures on dentists’ services in 1967; 22 mil- 
lion endentulous persons (1 in 8) in 1957; 4% of all 
people over 55 have no teeth. 
Diabetes and carbohydrate 3.9 million overt diabetic; 35,000 deaths in 1967; 79 50 percent of cases avoided or 


disorders. pce of people over 55 with impaired glucose improved. 
tolerance. 
Osteononosist 2-0 22.22. A million severe cases, 25 percent of women over 40___ 75 percent reduction. 
ObeSi tyer he ee SL 3 million adolescents; 30 to 40 percent of adults; 80 percentreductionin incidence. 


60 to 70 percent over 40 years. 
Anemia and other nutrient See improved work efficiency, growth and develop- 


deficiencies. ment, and learning ability. 
Alcoholisims..22sc5 42033. = 5 million alcoholics; 44 are addicted___.___________.- 33 percent. 
About 24,500 deaths in 1967 caused by alcohol______- Do. 
Annual loss over $2 billion from absenteeism, lowered Do. 


production and accidents. 
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TABLE 1.—MAGNITUDE OF BENEFITS FROM NUTRITION RESEARCH—Continued 


Potential savings from improved 
Health problem Magnitude of loss iet 


Evyesightt== tba eos eae 48.1 percent, or 86 million people over 3 years wore 20 percent fewer people blind or 
corrective lenses in 1966; 81,000 become blind every with corrective lenses. 
year; $103 million in welfare. 


COSMCLIC Iara. ee eee 10 percent of women ages 9 or more with vitamin 
intakes below recommended daily allowances. 
AlletBiest $2928. 2s 23 32 million people ( percent) are allergic._____________ 20 percent people relieved. 
16 million with hayfever asthma_____________________ 
7-15 million people (3-6 percent) allergic to milk______ 90 percent people relieved. 
AS ae thousand persons (1 in 3,000) allergic to Do. 
gluten. 
DISe@Stive=te. shee acee tet oe 8,495 thousand work-days lost; 5,013 thousand school- 25 percent fewer acute 
days lost; About 20 million incidents of acute condi- conditions. 
tion annually. 


$4.2 billion annual cost; 14 million persons with Over $1 billion in costs. 
duodenal ulcers; $5 million annual cost; 4,000 new 
cases each day. 


Kidney and urinary_._______- 55,000 deaths from renal failure; 200,000 with kidney 20 percent reduction in deaths 
stones. and acute conditions. 

Muscular disorders_________- Z200s000 (Cases zeae a. Bis We Ay Re bee oe 10 percent reduction in cases. 

CanCete se: tre a ee 600,000 persons developed cancer in 1968; 320,000 20 percent reduction in incidence 
persons died of cancer in 1968. and deaths. 


PART B. INDIVIDUAL SATISFACTIONS INCREASED 


Improved wonkreniClen Cy ses. ce. tes ee ee eee a ee ee eee 5 percent increase in on the job 
productivity. 
Improved growth and de- 113,000 deaths from accident. 324.5 million work-days 25 percent fewer deaths and 


velopment. lost; 51.8 million people needing medical attention work-days lost. 
and/or restricted activity. 
Improved learning ability.... Over 6.5 million mentally retarded persons with |.Q. Raise !.Q. by 10 points for persons 


below 70; 12 percent of school age children need with 1.Q. 70-80. 
special education. 


PART C. INCREASED EFFICIENCY IN FOOD SERVICES 


Ininroved#elficiencyainefoodne sees. ee ee ee ee we Not estimated. 
preparation and menu 
planning. 

Reducedslossessofe nutvientS gemeo set es ee ee ee ee ee ee Do. 


in food storage, handling, 
and preparation. 


Improved cefficiencyzin: fo0dy ==. 2 ae ee A ee Do. 
selection. 

Improvedsefficiencyalne{oodg@-eees =. eee ee eee een Oak ee ee oe Do. 
programs. 





LEADING CAUSES OF DEATH 
Rates per 100,000, U.S. 1969 


Diseases of Heart 


Malignant Necerlasms 


Vascular lesions affecting 
central nervous system § 


Accidents 

Influenza and Pneumenia 
Certain diseases of early infancy ie 
Diabetes Mellitus 
Genera! Arteriosclerosis 
Other Bronchopuimonic diseases 
Cirrhosis of Liver 


Ail other causes 
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ECONOMIC BENEFITS FROM THE ELIMINATION 
OF HUNGER IN AMERICA 


[by Barry M. Popkin*] 





ABSTRACT 


The relationship between the elimination of malnutrition and im- 
proved mental and physical performance, and lowered mortality and 
morbidity rates are examined. 

These relationships are used to determine the economic benefits 
which will accrue to this society and the poverty population if mal- 
nutrition is eliminated. These benefits can also be viewed as social 
costs of continued malnutrition. 

Traditional human capital framework is utilized to determine the 
present value of the benefits which will accrue over the lifetime of the 
present malnourished poverty population. The most significant gain is 
from higher educational achievement. In this area, the elimination of 
malnutrition among 3.3 million poor children will produce a $6.3 to 
$18.8 billion increase in GNP over the lifetime of these children. The 
range of total economic benefits from the elimination of malnutrition 
will be between $14.4 and $50.3 billion. 


INTRODUCTION 


Hunger and malnutrition have been a key concern for many in this 
nation. Accompanying this concern about hunger’s causes and effects 
have been a myriad of proposals and programs dealing with the 
perceived problems. 

Any program which attempts to deal seriously with this problem 
will be costly. On the other hand, it is costly not to take action against 
hunger. The cost of such imaction can be viewed as the potential 
economic benefits from the elimination of malnutrition. 

This paper examines certain of these benefits which may come from 
the elimination of malnutrition among America’s population under the 
poverty line. Only the effects on economic performance of the poverty 
population were calculated in this study. These benefits can be broken 
down into five categories. Excluded are the external benefits to the 
nonpoverty population and numerous nonquantifiable benefits to the 
poverty population. | 

*Barry M. Popkin is a researcher with the Institute for Research on Poverty. This study was based on 
material developed for the U.S. Senate Committee on Nutrition and Human Needs in July 1969. This 
study was financed by the Institute for Research on Poverty at the University of Wisconsin pursuant to the 
Economie Opportunity Act of 1964. Special thanks go to Professors Ralph Andreano and W. Lee Hansen 


of the University of Wisconsin, and Nancy Amidei of the Senate Committee and Professor R. Lidman of 
Oberlin for their assistance. Economics graduate student Stephen Gold was the research assistant for this 


study. 
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These categories are presented below with their cumulative economic 
benefits in parentheses.’ 

1. Education.—Improved nutrition improves learning through what 
we believe are structural changes in the brain, prevents an interruption 
of cognitive development, and increases the ability to concentrate and 
work ($6.4—$19.2 billion). 

2. Physical performance—Improved nutrition increase the capacity 
for prolonged physical work, raises the productivity of workers and 
increases the motivation to work ($6.4-$25.8 billion). 

3. Morbidity—Improved nutrition results in higher resistance to 
disease, and lowers the severity of disease ($201-$502 million). 

4. Mortality—Improved nutrition decreases fetal, infant, child 
and certain types of maternal mortality ($68-$157 million). 

5. Intergenerational effects—Improved nutrition makes healthy 
mothers who have healthy children. Also, better educated parents 
lead to better educated children ($1.3-$4.5 billion). 

These computations indicate that if malnutrition among members of 
the poverty population were eliminated, the present value increase of 
national product, conservatively estimated, would be between $14.4 
and $50.3 billion, assuming that motivation, training level, need 
achievement, and time horizons would remain the same. It should be 
noted that although all these relationships between the various cate- 
gories such as physical and mental performance are quite clear, many 
of the specific interrelationships have not been examined for their 
effects on large populations. These relationships are mainly based on 
small studies and interferences drawn from laboratory and clinical 
findings. 

This study consists of three parts: First, estimation of the number 
malnourished; second, determination of the economic effects if 
malnutrition were eliminated; and third, evaluation of the biases of 
the analysis. 


I. ESTIMATION OF THE ‘‘MALNOURISHED POPULATION”’ 


Nutritional status tends to be closely linked with income. Thus 
the highest concentration of malnourished people is found in the 
poverty population below the poverty line. In fact, the poverty line 
is based on an income level necessary to avoid severe malnutrition. 
However, the amount indicated is not adequate for urban families 
where a family of four with an income of $5,500, or $1,000-—$2,000 
above “poverty,” probably would not be able to purchase enough 
foods. Actually, these families should be classified as poor under a 
poverty budget based on a realistic food plan. 

Biochemical studies of blood and urine were used to determine 
the percent malnourished in various age-race-geographical groupings. 
In general, biochemical findings are quite valid as a measure of 
nutritional status. 

As no comprehensive national study has been made to determine 
the percent of malnutrition among the poverty population, the data 
used here to provide a picture have been put together from many 





1 The less tangible effects of hunger and malnutrition—listlessness, irritability, depression—were not 
valuated but cannot be dismissed. Structural problems such as weight, height, fragile bones, and the traina- 
bility of muscles were not valuated. 
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-sources.? Among these are small scale studies such as those done by 
OEO on Head Start mothers and children. Much of the data used is 
taken from unpublished reports made by OEO or the Senate Com- 
mittee on Nutrition and Human Needs. Table 1 shows the poverty 
population; Table 2, the percent malnourished; and Table 3, the 
malnourished population. 


TABLE 1.—POVERTY POPULATION 


Non-South South 
Urban Rural Urban Rural 
Non- Non- Non- Non- 

Age White white White white White = white White white Total 
Oit0) ea ee 180, 810 183, 520 141°120)- 925960) 553° 9004 442992 114, 170 64, 528 786, 000 
[tO oe 665,173 1, 150, 621 BLO 551) 19) 654) 198) 433. 231 b0l 418 824 403, 839 3, 657, 686 
SOOM es 1, 650, 610 937,870 1,166,022 64,398 570,102 607,625 1,248,728 1,141,972 7, 387, 327 
14 to 65 or over, 

working 

males eas 1, 444, 000 348,516 1,053,192 42,339 562,522 288 106 1, 150, 208 GO 245s ae 
14 to 65 or over, 

workin 

females__.____ 2, 007, 796 505, 787 896,074 42,209 547,103 313, S00 679, 049 3037 LOU eee 
» Pregnant 

women, 14 to 

LV ee ae 559, 341 299, 649 203,265 16,683 144,630 146, 556 149, 840 100). 343 paket 


1 Few men and women age 14 to 17 work. Most of this age group are included in the age 6 to 17 group. 
Source: 1967 current population survey with poverty level based on the USDA’s lowest priced food plan (economy plan). 


TABLE 2.—POVERTY POPULATION MALNOURISHED 


{Percent malnourished] 


Non-South South 
Urban Rural Urban Rural 
Age White Nonwhite White Nonwhite White Nonwhite White Nonwhite 
OE 2h SEO ath ods Oh a gS 30 57 38 25 33 54 30 60 
a CO are pe gh A er pad a cae 28 45 19 19 ZA 40 20 20 
Dito Gest oe eee eee sgt ee 15 40 20 35 30 46 17 25 
EOFLONSS ere ee eran Pee 2 30 50 22 65 35 60 20 40 
Pregnant women___-_-_-_--- 35 65 40 63 60 70 70 60 


Source: Popkin, Barry M., ‘‘Economic Benefits from the Elimination of Malnutrition,”’ study prepared for the U.S. 
~Senate Committee on Nutrition and Human Needs, July 1969. 


TABLE 3.—MALNOURISHED POPULATION 














Non-South South 
Urban Rural Urban Rural 
Non- Non- Non- Non- 
Age White white White white White white White — white Total 
OMOr Te ee ee sR I 54, 243 104,606 53,625 740 V7, 787 «624,296 34,251 38-717 328, 265 
[eto ote A ae oe 186, 248 BL TS) = OS 715 5 38138, © Al 6701236368 AS34700 L252 165) 700 
Sh Se ete ee 247,592. 375,148 233,204 22,539 171,031 279,508 212,284 285,493 1, 826, 799 
14 to 65 or over, working 
ial GSen seen oS eee 433, 200 174,258 231,702 27,845 196, 883 172,864 230,042 241,028 1,707,822 
14 to 65 or over, working 
fonaless = ee eee 602, 339 252,894 197,136 27,436 191,486 187,854 135,810 145,260 1,740,215 
Pregnant women____---_- 195, 769 194,722 81,306 10,510 86,778 102,589 104,888 6,209 836, 771 
otleaee ss So 2 1,719,391 1,619,407 895,688 92,804 705,636 879,747 801,040 891,859 7,605,572 


Source: Combination of tables 1 and 2. 
Aen Ae NE 


2 The National Nutrition Survey in 10 states, while completed for purposes of data collection, has not 
been analyzed and has been only partially released. It is generally accepted that HEW does not want to 
‘publish the results because the incidence of malnutrition was found to be so widespread. 
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II. CALCULATION OF ECONOMIC BENEFITS 


Quantifiable, economic benefits from the elimination of malnutrition 
may be realized in the areas of mental performance, physical perform- 
ance, morbidity, mortality, and intergenerational effects.® All of these 
effects can be estimated. Each aspect will be taken up separately. 

A few points must be kept in mind. First, the malnourished who are 
hospitalized include not only the patients, almost all young children, 
of course, who are classified in hospital records as suffering from 
malnutrition but also many of those who are classified under other 
headings, with illnesses to which mild, moderate, or severe malnutri- 
tion contributed to a lesser or greater degree, although their immediate 
need for aid was precipitated by an intercurrent illness. Just as a man 
with terminal carcinoma of the bronchus dying of pneumonia should be 
considered as dying not of pneumonia but of the underlying causes, so a 
child with moderate or severe malnutrition who dies from gastro- 
enteritis should be considered as dying from malnutrition. In a well 
nourished child, the gastroenteritis probably would not have been 
fatal or would not have occurred at all. Second, many economic benefits 
from the elimination of malnutrition will be excluded from considera- 
tion in this study. The major exclusion is the cost incurred in connec-. 
tion with the treatment of the malnourished. Described briefly, that 
is the cost of medical services including the cost to hospital of in- 
patient treatment of malnutrition and related diseases and the cost of 
out-patient and health centers and other clinic treatment, plus the 
cost to parents or person involved, including the cost of treatment by 
private doctor, the cost of transport to and from treatment and for 
hospital visiting, and the cost to responsible relatives of time lost 
from work for all these actions.* 


A. Mental performance—Education achievement 


If malnutrition among poor children were eliminated, economic 
benefits would come about because these children would be capable 
of 10-30 percent higher mental achievement. This higher achievement 
would result in both a 10-30 percent higher performance in each grade 
and a 10-30 percent reduction in the number of grades repeated by 
these same children. The causative relationship between the higher 
achievement and improved nutritional status is based upon a detailed 
analysis of the clinical nutrition literature and discussions with many 
nutritionists. A few of the more significant studies are referred to in 
this paper. 

There are 3.3 million malnourished children living in poverty. The 
total gain in higher mental performance would produce a gain in life- 
time earnings of $6.4 to $19.2 billion, mainly in higher achievement. 
These figures are present values. 


1. Relationship 


There are three aspects to this relationship. First, malnutrition 
increases the incidence of permanent brain damage significantly among 





3 Some of the sources are contained in the following section. A detailed 12-page bibilography is available 
from the author upon request. Medical and clinical nutritlon journals and books provided most of the in- 
formation required for this analysis. 

4.R. Cook, “The Financial Cost of Malnutrition in the ‘Commonwealth Caribbean’,’’ The Journal of 
Tropical Pediatrics, (June 1968): 60, 61. 
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children aged 0-4 years.’ If the under nutrition occurs after the age of 
three years, there probably will be no permanent damage. 

Second, malnourished children even if they have not suffered brain 
damage, may suffer retarded cognitive development. The apathy of 
nutritional deprivation (especially anemia and protein deficiency) 
results in poorly developed inter-sensory integrative performance. 
Often the results of this apathy and listlessness is questionable but 
Dr. Joaquin Cravioto sees these aspects of the infant’s behavior 
leading to a progressive withdrawal from the environment.® ‘The 
inactive child does not deal enough with visual and tactile sensations 
and has fewer contacts with other persons. In total he does not 
utilize the stimuli around him. This leads to either a delay in the 
conditioning or the effective production of conditioned reflexes. 
“EKividence already exists that the lag in the development of certain 
varieties of inter-sensory integrations have a high correlation with 
backwardness m learning to read’ and... ‘‘can interfere with a 
second primary educational skill—learning to write.” ’ 

Third, children aged 6-18 cannot utilize fully the potential to con- 
centrate and work displayed by well-nourished children of the same 
background. Hungry students are unable to concentrate, have poor 
judgment, are irritable, moody and unable to sustain mental applica- 
tion. Controlled studies done in Asia, Africa, and the United States 
have shown that increased food intake produces changes in mental 
performance.® 

Two highly significant and suggestive studies within the United 
States were done, one in rural areas, the other in an urban area. 
During a 3-year study in isolated and stable Kentucky county school 
districts, children of the experimental schools with improved nutrition 
gained 30 months in mental age, compared to 15.5 months gained by 
the children of the control schools—a difference of 14.5 months (a 
performance 94 percent better than the control group).® In 1944, 
Kugelmass, Poull, and Samuel conducted a study on nutritional 
performance in normal and mentally retarded children in New York 
City.’° Fifty of the children classified as normal malnourished and 50 
as normal well-nourished were matched for chronological age, I.Q., 
and interval between Kuhlman-Binet or Stanford-Binet tests. Follow- 
ing a period of observation which varied between 1, and 3% years, 
the malnourished group with the nutritional supplements showed an 
average I.Q. increase of +18 points in contrast with an average of 0.9 
for the well-nourished eroup. 





5Cravioto and DeLicardie qualify their findings by the duration of the untreated malnutrition and the 
period of infancy. Also they feel the question of permanent retardation remains open. Also they feel it is 
difficult to ‘‘distinguish the particular contributions of early severe malnutrition, adequate environment, 
and experimental opportunities to defective cognitive function.’ 

J. Cravioto and E. R. DeLicardie, ‘‘The Long-Term Consequences of Protein-Calorie Malnutrition,”’ 
Nutrition Reviews, 29, No. 5 (May 1971): 111. Also, Joaquin Cravioto, ‘‘Malnutrition and Behavioral Devel- 
opment in the Preschool Child,” from Pre- School Child Malnutrition, National Academy of Sciences— 
National Research Council, Publication 1282, Washington, D.C. 1966. 

George B. Graham, “Effect of Infantile Malnutrition on Growth,” Federation Proceedings, 26, (January- 
February 1967): 139. 

6 Joaquin Cravioto, ‘‘Malnutrition and Behavioral Development in the Preschool Child,’’ from Pre-School 
Child Malnitrition, National Academy of Sciences—National Research Council, Publication 1282, Wash- 
ington, D.C. 1966. 

Joaquin Cravioto, Elsa DeLicardie and Herbert G. Birch, ‘‘Nutrition, Growth, and Neurointegrative 
Development: An Experimental and Ecologic Study,”’ Pediatrics, 38, No. 2, part Ir (August 1966). 

7 Both of these quotes are taken from Cravioto, et al. , “Nutritional Growth, Te Von ate 

8 Ethel Austin Martin, Nutrition in Action (New York: Holt, Rinehard, and Winston, Inc., 1963): 213: 

Nevin S. Scrimshaw, ‘‘Nutrition and Mental Development” (Paper delivered at the Twenty-Fifth 
Anniversary Commemoration of the Nutrition Foundation, Inc., November 17, 1966): 13, 14. 

Roger J. Williams, Nutrition in a Nutshell (New York; Doubleday and Company, Inc., 1962). 

» Maurice F. Seay and Leonard E. Meece, ‘‘Sloane Experiment in Kentucky,”’ Bulletin of the Bureau 
of Social Services, College of Education, v. 16 (University of Kentucky, June 1944): 68. 

10 Scrimshaw, “Nutrition and Mental’ Development.’’ 
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2. Kconomic Benefits 


The pertinent economic benefits from higher mental performance 
were calculated by using the lifetime income differential between high- 
school drop-outs and high-school graduates.” There are two basic 
assumptions which justify this: First, gains in yearly achievement have 
the same implication for future earnings as do gains in knowledge 
resulting from more years of schooling. Second, short-term gains in 
educational achievement can be maintained over time. Some children 
with better nutrition will attend school for an extra year while others. 
will gain in achievement. The extra year in school and the gain in 
yeatly achievement will be assumed to have the same impact on a 
person’s earning potential. Among malnourished children aged 0-5 and 
6-18, 10-30 percent higher achievement will be gained by eliminating 
malnutrition. 

The income differential between high-school graduates and drop-outs 
is fairly representative of what additional schooling (or an increase in 
achievement) is worth in economic terms. ‘. . . why the drop-out- 
eraduate differential is more appropriate is that average educational 
attainment for under-privileged children falls within the tenth to 
twelfth grade range. If more is learned in earlier years and is main- 
tained, it would seem most akin to lengthening the average period in 
high school, moving it closer to the twelfth grade level. id 

In Table 4 the results of those calculations of higher performance can 
be found. The percentage discussed earlier were used here. The total 
impact of increased educational achievement from the elimination of 
malnutrition ranges from $6.3 billion to $18.8 billion. These lower and 
upper bounds give the range of benefits attributed to higher achieve- 
ment. 


TABLE 4.—ECONOMIC BENEFITS OF EDUCATION, EDUCATIONAL ACHIEVEMENT—CHILDREN (0-17) 





Nonsouth South 

Urban Rural Urban Rural Total 

White: 
LOWE Cellinitese se ae ee eee $922, 769, 720 $728, 909, 486 $435, 762, 503 $624" 465.1 00m os sere aes 
R rae aoe OFLF IR: SEY 2, 768, 309,159 2, 186,728,459 1, 307,287,510 1, 873, 395, 5AQ et. eels ae. Soca 

onwhite: 
VOWerslimit== eee eee ae 1, 885, $35, 890 51, 070, 778 787, 321, 464 842.0013 397. see eee 
Uppenlimites. 23 ess 22 5, 687, 807, 669 153; 2122 333% 82 23Glt 964439202520, 004 1 O2 prea eee eee 
Total: 

Lowerlimitces 2. oe Se ee ee ee ee ee $6, 278, 236, 418 
Up Peraliniit: Sse. eee ees ee ee eee eS eee eee ee eee eee 18, 834, 709, 254 


Note: Numbers may not add due to rounding. 


11 Income data was available for each grouping from the Current Population Survey. Present values were 
calculated using standard rates of survival, a 6 percent interest rate and a 2 percent growth rate (4 percent 
discount rate). An explanation of the present value concept and the tables of present values for various 
education levels can be obtained from the author. 

12 Thomas I. Ribich, Education and Poverty, (Washington, D.C.: The Brookings Institution, 1968): 68-70. 

For a further discussion of this subject see chapters 1 and 4. This income differential was calculated from 
the Current Population Reports. Series P-60, No. 56 which gives the present value of lifetime incomes 
for a normal population and the present value for the poor. 

The poverty population values were not used due to peculiarity of the data for high-school graduates and 
above. Much research has indicated the difficulty with education and poverty linkages. These values were 
then deflated by about 20 percent. The reasons for this are straight-forward. Theincome differential between 
dropouts and graduates for the normal population must overstate this differential since persons in the 
poverty subgroup would have lower average and lifetime income. It is the ratio of the high school graduate 
differential for people with less than $3,000 income versus people with income of $3,000-$6,000. Due to the 
fact that education is less important for poor people, their differential will peak earlier than the normal 
population. Thus, the results of the deflation are somewhat conservative. The 20 percent figure was obtained 
from unpublished research by Professor Robinson Hollister, formerly of the University of Wisconsin, now 
a visiting professor at Princeton University. The conclusions of Lester Thurow’s Brookings Publication, 
Poverty and Discrimination, reinforce this technique. 
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Also, there will be a 10-30 percent reduction in the rate of grades 
repeated by these same children. Table 5 contains the repeating 
(flunk) rates for the poverty population. The economic benefits re- 
ceived for lowering the failure rate are found in Table 6. The results are 
determined by taking the number of malnourished children of from 
6 to 17 years of age (the school population) and multiplymg this by 
the respective failure rates to determine the number of children who 
fail at least one year of school. The percentage reduction in this rate 
was then applied and, finally, the current income for 18-year olds was 
used to determine economic benefits. It is assumed that the reduction 

of failure rates means those children who will no longer repeat a grade 
will now receive income at least 1 year sooner and, thus, income at 
age 18 was used. The range of benefits would be between $122,889,901 
and $368,669,703. 


TABLE 5.—RATE FOR REPEATING GRADES AMONG LOW-INCOME CHILDREN 


White Nonwhite 
Rural Urban Rural Urban 
aloes oe 2) 90 8 Mab 5 ose oh Sele 0. 2244 0. 2213 0. 2730 0. 2699 
Bemialoma: 2 = aOR 6 22 rn ees seen ek . 1801 . 1770 . 2288 . 2271 


Source: John Conlisk, ‘Determinants of School Enrollment and Schoo! Performance,’’ ‘‘The Journal of Human Re- 
sources,’’ vol. 4, No. 2, spring 1969. The failure rate used is for boys and girls age 10 to 13. This is approximately the 
oe he the ages 7 to 9, 10 to 13, and 14 to 15. Data were not available for the ages 16 to 17 when the failure rates tend 
0 be higher. 


TABLE 6.—ECONOMIC BENEFITS OF EDUCATION, FAILURE RATE REDUCTION (6 TO 17) 


Nonsouth South 
Urban Rural Urban Rural Total 
White: 

EOwOinnnts.5.2- 4235528. Ff S14 Gor to7— -SU4 517-143 “S10 Tit O40" $13,214356 se 
Upperiimit=s. = 2 sassee poet joe 43, 911, 561 43,551, 429 30, 333, 119 SOW ORAL SOS are iss cae 2 

Nonwhite: 
LOweNmlimilnzi <2 5552.22 57-3 <3 3-0! 2737 1673 1, 686, 794 20, 219, 211 Zl 365 s90 Vi) shee. eee 
Unperalintitesmemei eee ee ees 81, 413, 019 5, 060, 381 60, 657, 632 GAR09TS GOs teeth te Om FA on 

Total: 

[Lye eae TC A Se ee hig ile inne ara SA ln aie Be Sl aoeere ri el Ei rae Re Na Ae a 122, 889, S01 
Mppetainiie: + -sae oes) eat Chl Leta a hia aL Ue ha oe ee Le 368, 669, 703: 


Note: Number may not add due to rounding. 


B. Physical performance—Worker productivity 


Economic benefit from the elimination of malnutrition will affect 
worker productivity. Malnourished working people in poverty (1.71 
million men and 1.74:million women) will experience a 10-40 percent 
increase in their productivity. The resultant lifetime economic bene- 
fits to this society from this productivity-gain will range from $6.5 
to $25.9 billion. 


1. Relationships 


Caloric requirements for work are one of the three major require- 
ments that must be satisfied by the energy produced from food. The 
other two are basal metabolism requirements to keep up the life proc- 
esses (1600-1800 calories) and growth requirements for children, 
adolescents, and expectant mothers. There is a close correlation be- 
tween adequacy of work calories and work productivity. If the work 
calories are below the required amount for the activity being under- 
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taken, two things will happen. First, the body will adapt somewhat to 
this lower food intake by avoiding effort. Second, the body will lose 
weight. 

mieten ae studies done in the United States and other Western 
industrial countries illustrate the significance of this relationship 
between improved nutrition and physical performance.’ One of the 
best controlled studies was done with aircraft workers in Southern 
California. “One group of workers was given large doses of several 
vitamins 5 days a week for 9-13 months; a control group was given 
placebo. During the last 6 months the vitamin group showed statis- 
tically significant superiority over the placebo group in absenteeism 
(3.90 days compared with 4.79 days), in turnover of labor force (8.4 
per 100 as compared with 13.5), and in merit ratings based on a careful 
appraisal of efficiency.’ * 

Table 7 shows the relationship between additional protein intake 
and an improved capacity for work. These studies had poor controls 
and leave much doubt of the significance of this relationship. 


TABLE 7.—PROTEIN INTAKE AND CAPACITY FOR WORK! 


Intake of Intake of g 
Calories protein per 
Year, occupational groups, and ‘‘performance capacity”’ per day kilogram 
1939-41—Miners (Germany): 
Bene a at Oe St OMEN ey ee eee Re ee mE NOR Cee ey oe Oy ne 3, 800 1-1,2 
ATA. sai ae Re pereh Iie neem Te eT Dey eee yd OE Oe FS Sy) aol ae ake SU below 1 
igaoueea tants (England): 
Hitec: IE SS ACTER ee SF AS Gs ER eT Re, SN eras ee eS 3, 000 1. a 
1946-_Scientisis (United States): 
Unchanged. sc 0 de. << Meee npceie eee ben ton oo Reese Pc wo coecle tessa eee 3, 000 .8 
steepmriseafterG. Weeks: Js soe eis a inc ee SOs n as accents os See cee eae eens 1.6 
1951—Students (United States): 
Doubling of muscle power in 12 weeks’ training period________...--________---_- 4, 000 2.0 
Slightinerease-intb24weeks= eae tess orn et re ie ee eee 1.0 
No:changerin. S:weeksS- 2 c.tte. a ere eke ne een eee Be Ba ee ae ee ee eer ee .8 


1 Keller and Kraut, ‘‘Work and Nutrition,’’ p. 73. 


2. Hconomic Benefits 


The pertinent economic benefits were calculated only for the 
malnourished working population between the ages of 14 and 64. The 
increase in worker performance of 10-40 percent depends on the degree 
of labor intensity and the previous nutritional status of the worker. 

The calculation of benefits is based on one assumption: The em- 
ployment picture of each worker from each race-sex-region cohort is 
assumed to be constant. Thus, his productivity will increase but his 
job and salary will not change so each worker will not capture his 
increase in productivity. 

Then, the benefits to society for each workers’ improved pro- 
ductivity are the 10-40 percent increase in productivity, times the 
present value of lifetime earnings for his sex-race-region-group. 
Benefits of $6.5 to $25.9 billion wili necessarily accrue to society in 


terms of increased productivity. These benefits are calculated in 
Table 8 


13 The Keller and Kraut and the UNFAO articles summarize many of these studies. 

W. D. Keller and H. A. Kraut, ‘‘Work and Nutrition,’ Geoffrey H. Bourne, ed., World Review of Nutrition 
and Dietetics, V. 3, (New York: Hafner, 1962). 

W. W. Tuttle and Edward Herbert, ‘‘Work Capacity with No Breakfast and a Mid-Morning Break,’’ 
Journal American Dietetic Association, 37, (August 1960). 
dene? Nations Food and Agriculture Organization, Nutrition and Working Efficiency (Rome: UNFAO, 

2) 

C. E. A. Winslow, The Cost of Sickness and the Price of Health, World Health Organization (Geneva, 1951). 

14 Winslow, The Cost of Sickness, p. 35. 
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TABLE 8.—ECONOMIC BENEFITS PHYSICAL PERFORMANCE, WORKERS 14 TO 65 PLUS 


Nonsouth South 
Urban Rural Urban Rural Total 
Male: 
White: 
ower limites o-e- $873, 634, 440 $477, 931, 715 $432, 866, 964 SASB GOOF 22 a Belay bo. wae ee 
ad Bikes ---.--oee oor iGo IPSRE 20 862. “17a Abs S008 fl, 994, O2R O48, Og 5 elu ase 
onwhite: 
Lower limit. _...... 459, 710, 030 64, 940, 109 430, 569, 651 B82 9987526) a4 su ee eee ae 
Upper limit. ____._- 1, 838, 840, 119 ESOMIGORASO een 22 2TOROOA eNOS OOF MUO)” esse c eee eee 
Female: 
White: 
lower limit. .22522 787, 377, 540 242, 496, 994 227, 542, 814 1525203 OSPa cee eee 
Upper limit. ______- 3, 149, 510, 163 969, 987, 974 910, 171, 255 GOS SOMO Ths ee 
Nonwhite: 
Lower limit. .2.<<cc 610, 637, 852 51, 184, 602 363, 722, 915 2AGY SSONCAA Sy pis sepa fe re 
WG ue ae ape 2, 442, 551, 410 204, 738,406 1,454, 891,659 S05, AG0G9T Od fp eee ee 
otal: 
Lowi Se ae et ae a ee See: Manne eek eee oe 6, 462, 880, 361 
UNG ia ER oe 92 te BO See RAE CDE ANS Bd SA A Od lh oe oe 25, 851, 521, 454 


C. Morbidity and Resistance to Disease 


As a result of better nutrition, fewer work days will be missed due 
to illness by the 3.45 million working poor. The days lost from work 
(morbidity rate) will be reduced 10-25 percent. The economic benefits 
from this will be $200 to $500 million. 


1. Relationships 


R. J. Wiliams summarizes this relationship when he states that 
“every amino acid, mineral, and vitamin which contributes to the 
health and vigor of one’s body is in a sense an anti-infective agency 
because resistance to disease is a sine qua non of continued existence, 
and resistance is the highest in those in which the cells and tissues most 
intimately involved in disease-resistance processes are nourished at the 
highest level of excellence.” ” 

Poor nutrition can lead to a greater incidence of bacterial, viral, 
richettsial and protozoal infections. Some of the mechanisms of this 
synergism are interference with antibody response, alternation of 
tissue integrity, imterference with non-specific protective substances, 
non-specific destruction. of bacterial toxins, and nutritional alteration. 
of endocrine balance.’® Protein, iron, vitamins B and C are key 
nutrients. The following are examples of these relationships. 

a. Leithch has called attention to the Tronhein Naval Training 
School in which over a period of many years, one-third of the cadets 
developed tuberculosis, a rate which was not lowered by better housing 
but which promptly dropped to less than that for the country as a 
whole, when fresh milk, meat and fruit were added to the diet. Downes 
divided 194 Negro families exposed to reinfection with tuberculosis 
into two groups matched for family size and supplied one group with 
vitamins and minerals for 5 years. The rate per 100 person years was 
0.91 in the control group and 0.16 in the group receiving regular 
vitamin and mineral therapy. Since the numbers were small the 
difference was barely significant at the 5 percent level. Getz, et al. 
reports serum levels of vitamin A and C to be lower in 28 persons. 


15 Williams, Nutrition in a Nutshell, p. 49. 
é 16 Dr. a Scrimshaw, one of the leading American nutritionists, has written extensively on this subject. 
or example 
Nevin S. Scrimshaw, “Nutrition and Infection,” in J. F. Brock, ed., Recent Advances in Human Nutri- 
tion, (Boston: Little Brown and Company, 1961). 
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subsequently developing tuberculosis than in over 1,000 individuals 
who did not develop this disease.” 

b. Keller reviewed some of the experiments done with vitamin C. 
He found that although most of the studies have shown a relationship 
between vitamin C intake and absences from work, different studies 
have indicated different doses of this vitamin are needed. Schuenert 
“saw effects only on doses of as much as 1,000 mg. ascorbic acid per 
day, while Baker and Winckler (1955) found a reduction in the num- 
ber of short absences from work on daily supplements of 100 mg. of 
vitamin C.”’ 8 

c. The International Labor Organization provides an excellent 
example of the influence of a good lunch on accidents. The UN Food 
and Agriculture nutrition committee interpreted these results as a 
reflection of the relation between nutrition and morbidity. In this 
Canadian study the results before and after the opening of the lunch 
room per million man/hours worked were determined.” 


Number Number 

before after 

Firstealdutreatment sper wee eee. Oe ok Gc Be le ie oe eee 3, 000 2, 130 
POSTEINTESACC ICSI TS tee ote te ee ere eee eee eee eee ee eae 2 


Note: 3 years average. 


2. Economic Benefits 


As with physical performance, economic benefits were calculated 
only for the working poor although school attendance will increase, 
also. Table 9 gives morbidity rates for males and females in the overall 
work force for age groupings, rates less than those for the poor popula- 
tion. A reduction in these rates will produce gains to society which may 
accrue to the individual or to the corporation. The increase in produc- 
tive time will produce gains between $200 and $500 million. These 
benefits are shown in Table 10. 


TABLE 9.—MORBIDITY RATE 


[Percentage days lost from work per person per year] 


Age Male Female 
WY a 2 a ee eee ee ee ee. aaa a, SR ee ee ee 0. 0132 0. 0164 
aa oy. o: be gat hE: SE EERE DRS ee LON bet oe ake oa eee ee ee ee . 0256 . 0384 
AB RO} GAL aS ehh tte bs a oD pe ne ot ee ep ay ae” WOE Ghee Ee ee nS . 0532 . 0248 


Source: U.S. Department of Health, Education, and Welfare. Disability Days: U.S. July 1965 to June 1966. Vital and 
Health Statistics, series 10, No. 47, GPO, October 1968. 


pe RS BS EE 
17 Tbid., p. 376. 
18 Keller and Kraut, ‘‘Work and Nutrition,’’ p. 75. 
19 UNFAO, p. 26 from ILO Studies and Reports, New Series, N. 4, Nutrition in industry, 1946, p. 41. 
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TABLE 10.—ECONOMIC BENEFITS MORBIDITY (14 TO 65 OR OVER) 





Non-South South 
Urban Rural Urban Rural Total 
MALE 
White: 
owerlintt=s 252. Sues tee I S2OFb2eNSoAt S16 54092" “ST45630-S0sr S167 5)5) 769 222525 ee 
Up perelinnite ee se A ya ree 73, 822, 110 40, 385, 230 36, 577, 258 A 2B 9N4 22) oe a te eee 
Nonwhite: 
owen liniites:= os sean Seer 15, 538, 199 2,194, 976 14, 553, 254 USS7O53350! Fear ee 
Wp petaliiatt sae. 8 0 P88 ek 38, 845, 498 5, 487, 440 36, 383, 136 AOE263. 370s oe 
MALE 
White: 
Eowetnlitnitaecet oes ce 21, 337, 931 6, 571, 669 6, 166, 410 ATN26" S90 2 cs Le 
Up penlinit= se 2 ee. oe aes 53, 344, 828 16, 429, 171 15, 416, 026 TORS 22 Mee an. ee 
Nonwhite: - 
HOWGralimitissss eee See ble ee 16, 548, 286 1, 387, 103 9, 856, 891 DCO SMG Cee ee eee ee eas 
UN Demitasse eet ee 4}, 370, 714 3, 467, 757 24, 642, 227 Lee a(S G37 (SAY (AS Yaa arts ra me 
Total: 
EO We tallies serene ots OP ORS caren Seer ACE ON gee fe eee OE Ee CE nt. $200, 679, 659 
UD pe mlinniime seer ek meee se a he he eRe Be Pk ee ele ye ree gt Pee 501, 699, 148 


Note: Numbers may not be exact due to rounding. 


D. Mortality 


The loss of years of productive life through premature death 
results in a significant economic loss to society.*° The elimination of 
malnutrition will reduce mortality mainly among two groups, the 
328,000 poor malnourished infants and the 837,000 poor malnourished 
pregnant women. The range of economic benefits from this reduction 
in malnutrition is between $66 and $156 million. 


1. Relationships 


Malnutrition directly increases the mortality rate for pregnant 
women and, indirectly, for infants. During pregnancy, the fetus 
drains the mother of many nutrients which in malnourished mothers 
leads to a higher incidence of maternal mortality. Also, maternal 
malnutrition is a ‘major cause of immaturity and prematurity, both 
frequently recurring factors in infant deaths.” Between one-half 
and three-fourths of all children who die in the first 4 weeks of life 
are premature.” 

Numerous studies have validated this relationship between im- 
proved nutrition, especially increased iron and protein, and reduced 
mortality in less industrialized countries, but few conclusive studies 
have been completed in the Western industrialized countries.” 
However, one exemp! ary study was done in Oslo, Norway, by a famous 
researcher Toverud.2! Over 6 years he showed that improved nutrition 
caused 50 percent decrease in stillbirths, premature births, and infant 
mortality. 


20 There is a large literature on this subject. For example, see Dorothy P. Rice, Estimating the Cost of 

GPO! os S. Department of HEW Public Health Service, Health Economic Series Z 6, (Washington, D.C.: 
1966). 

Another way of valuating the benefits from reduced mortality looks at the waste of money invested in 
the education, training, clothing, feeding, and health care of the individual. For less developed economies 
where each individual’ s future is more doubtful, this ‘‘what’s put in’’ approach is more relevant. 

21 Mark Abramowicz and Edward H. Kass, “Pathogenesis and Prognosis of Prematurity,’ The New 
England Journal of Medicine, 275, (1966): 878. 

A premature infant is born Ww ith a weight of less than 2500 grams. 

32 Tbid., p. 880. 

23 For example, see Report of a Study Group on Iron Deficiency Anemia World Health Organization 
Technical Report Series No. 182, (Geneva, 1959). 

( Ww. Fg Krehl, ““A Concept of Optimal Nutrition,” The American Journal of Clinical Nutrition, 4, No. 6, 
1956 
34 Williams, Nutrition in a Nutshell, p. 48. 


2. Economic benefits 


The impact of improved nutrition upon maternal mortality wil 
reduce the number of deaths 30-60 percent. Among infants aged 
0-1, the mortality rate reduction will be 20-50 percent. The present. 
infant and age-specific maternal mortality rates are found in Tables 11 
and 12, respectively. 

The range of total economic benefits in present value terms is 
between $66 and $156 million. This is the income which will accrue 
to these women and children over their lifetimes. Table 13 gives the 
benefits for each age-sex-race-region cohort for each category. 


TABLE 11.—INFANT MORTALITY RATE PER 1,000 LIVE BIRTHS IN 1966 





Age White Nonwhite 


OLR 200 Serene ne eS ae emcee weet Sis «esis a eee E eae eee eee 20.15 38.8 


Age White Nonwhite 
LAR 24 eee a ese Soe. woe el Se ae en a eS ee Dele el ee ee ee 0.6 1.0 
7s CONST iene, Sane — WOE alt dl WME 1D le dee Aare cet A Sd tlh Dia pars a Br Maresh EW 9 2.5 
Bbitoy Ade vie? Wire ry he YI OD allt Perea mire he ere 1.9 55S 


Source: U.S. Department of Health, Education, and Welfare, ‘‘Infant and Post Natal Mortality in the United States’’ 
vital and health statistics, National Center for Health Statistics, series 3, No. 4, GPO, October 1965. U.S. Department o 
Health, Education, and Welfare, ‘‘Selected Family Characteristics and Health Measures,’’ vital and health statistics 
National Center for Health Statistics, series 3, No. 7, GPO, January 1967. 


TABLE 13.—ECONOMIC BENEFITS MORTALITY 





Nonsouth South 
Urban Rural Urban Rural Total 
Infant mortality (0 TO 1) 
White: 

Lowers tte ses cere ne eee eee $4, 034, 225 $4, 443, 281 $1, 419, 776 $3, 08935045 Tee ee 
Upberlimites< 0) 2 fe Seen 10, 085, 560 11, 108, 202 3, 549, 439 3/2300 mee ee ee 

Nonwhite: 
Lowerlimit. 2. ere tae one 19, 475, 037 70, 592 3, 841, 516 6;872:958: of Pao. 
Winner liniteae eee een eee 48, 687, 592 176, 481 9, 603, 792 15. 9824395... he ee 

Total: 
LOWEN es ce ee ere ee ee Re tl en eee oe Se Ee Sree eee $42, 746, 889 
Up poral iittte etek 8 - ee et OY ee ee ee ee Sry re or ea Eee 106, 867, 223 
Maternal mortality (14 TO 44) 
White: 

EOWOT Ini thecees toe coer 4 902, 049 1, 636, 225 1, 111, 187 1. 177,888 © ee eee 
Uppenliinit=e cower ae ee ee ee 9, 804, 098 3, 272, 450 2e222031 9 25 O00) eee 

Nonwhite: 
Licwerlitnitsmeeesee eee ee eee 9, 211, 128 496, 824 3, 709, 904 2: W1As330 5 5: Sere ae 
Upper lithe 22.0 Sess citi 18, 422, 257 993, 647 7, 419, 808 5VA28 1679" 26 a See 

Total: 

Lower ivritetad, S0k cee ea ee sat Stee et eee ee De ee ee Pee, Fars oe MSES 24,959, 544 
UU POST ENTITLE BE fete ee SPE POET ees eV LE Be ie eae epee 6 dre ere 9,919, 088 


Note: Numbers may not be exact due to rounding. 
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E. Intergenerational Effects 


The benefits from eliminating malnutrition have been calculated 
for the poverty. population for 1967. It has been assumed that these 
malnourished persons will be well nourished throughout their lifetime 
and significant economic benefits of $13.1 to $45.7 billion will accrue 
to society. The effects of better health will benefit future generations, 
as well, in three ways. 

1. The children of healthy parents will be healthier and better 
motivated. 

2. Healthy mothers will have an easier time raising children. 

3. The children of the better educated will be better educated 
through informal education which children receive at home.” 

The financial gains from better income now have been estimated 
to be at least 14 percent of this generation’s financial gains. For this 
study, the effects are merely assumed to be 10 percent of the total 
economic benefits received from better mental and physical per- 
formance, and lower morbidity and mortality rates. The range of 
these benefits associated with intergenerational effect is between 
$1.3 and $4.5 billion. Table 14 sums up all the economic benefits. 


TABLE 14.—TOTAL ECONOMIC BENEFITS FROM ELIMINATION OF MALNUTRITION 
{in 1966 dollars] 






































Source Lower limit Upper limit 
1. Education: 
(apahighermachtevemente-- 2 - oe eee ae ee a ee ee eS ae eee 6, 278, 236,418 18, 834, 709, 254 
Gyro Wenstluinkgiates Seees tees as fee et. AU) ee moe ot pe Be eel ete 122, 889, 901 368, 669, 703 
Mota ese tek 2 PIS OLN OCE NEU ree ee Dore erat 6,401, 126,319 19, 203, 378, 957 
RR SICADEMONMANCO: . 22. ene eee eee. aoe EO EEN Get yg 6, 462, 880,361 25,851,521, 444 
SMO MILV Eee eee We TR Cg 8 a EA et eae SB he ree ese ss one At 200, 679, 659 501, 699, 148 
4. Mortality: 
Can mliiiianbai Ofc al eye treee es nee at, Be is Dee SS ee SE ie 42, 746, 889 106, 867, 223 
G)eNiaterahinentalitvercs se ene en ak RA Ae 8 24, 959, 544 49, 919, 088 
SIG tc een ON a erin hae PME tae Sr reo! wytaed = Beal leit p eee 67, 706, 433 156, 786, 311 
SUE S2= Sle Ses ee ee se en nee ole eee has te See sh SV SRP TTA UNG Als So, 180) 
DemlinteisencravlonalvenectS= 2.2. - 9. oon ee ek eee eee 1313; 239277 LLY Alpes iets Yao ol0 
ovalkeconomicecaine 222002 229 280s eS Tea eS) oar ee Boe 14, 445, 632,049 50, 284, 724, 446 


F. Total Benefits 


The total economic gain to American society from the elimination 
of malnutrition as quantified, even by the conservative measures used 
in this paper, ranges from $14.5 billion to $50.3 billion. Of course, 
quantifiable benefits are by no means the only benefits accruing to a 
well-nourished society, or even the most important ones. The fact 
that by eliminating malnutrition millions more people could live 
healthy, normal lives involves countless socio-psychological benefits 
both to the individual and the larger society. 


25 Theodore Schultz, and Burton Weisbrod have written on this subject. 

Ti We, Selouliz, “Education and Economic Growth,”’ Social Forces Influencing American Education, 
(Chicago: University of Chicago Press, 1961): 74, 75. 

Burton A. Weisbrod, ‘‘Education and Investment in Human Capital,”’ The Journal of Political Economy, 
19, Supplement, No. 5, part 2 (October 1962): 117-118. 
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Not all of these economic benefits will accrue to healthy poor 
people. These economic benefits are the returns to society in general. 
A secondary question exists regarding the extent to which the value 
of any welfare program which eliminates malnutrition among the poor 
will be reflected in income, and, thereby, in private returns to the 
poor. Improved productivity from higher physical performance and 
lowered days missed from work will result partially in gains by the 
worker and partially by corporate America. Benefits from improved 
education and lowered mortality will accrue first to the poor. 


1Il. DOWNWARD BIAS OF ECONOMIC GAINS—-REALISM OF ANALYSIS 


As was indicated earlier, any study of this kind must be viewed as 
part science, part speculation. In the case of this paper, the projections 
may reflect, even at the higher levels, conservative bias on several 
counts. First, the size of the poor population will necessarily be too 
smal] (the OEO figures for poverty in 1967 adjust the Current 
Population Survey data used here upward by some 7.4 million per- 
sons). Second, there are severe problems inherent in the method used 
to derive our national poverty figures as indicated early in the article. 
Even the Bureau of Labor Statistics estimates that an urban family 
of four requires $7,000 to live decently. Finally, morbidity and 
mortality rates are taken from Department of Health, Education, and 
Welfare data and reflect the general population rather than the specifi- 
cally poor population which will experience higher rates. 

In addition to the above, it was assumed in this study that the gains 
to the society and to individuals would be measured by the pr esent 
value of lifetime earnings for the poverty population. That is, the gains 
from increased productivity, lower morbidity and mortality etc., 
would be measured by assuming that the respective population 
subgroups would continue to function in the same labor markets 
and to earn only a poverty income.”® No assumption was made that 
better-fed people would be better able to break out of poverty. This 
reflects the socio-economic conditions of the presently malnourished 
population. Naturally, this may bias total economic benefits down- 
ward tremendously. 

While no exact numbers can be given for the extent of these biases, 
a reasonable estimate of their impact seems in order. For the typical 
benefits analysis, our results must be viewed as minimum (both 
lower and upper bounds). These results probably underestimate the 
true economic gains to the society by at least 20-50 percent. This 
downward bias would suggest that actual benefits from eliminating 
malnutrition would prove much greater than those presented here. 

The reduced costs incurred in connection with treatment of the 
malnourished are the most important excluded benefits. The reduced 
costs to schools from lower failure rates would be included in that 
group. Psychic benefits resulting from better health and education and 
reduced dependency relationships by a well-fed person also exist. 

In addition, external benefits were not discussed. Nutrition programs 
which would affect millions of people will benefit significantly individ- 


26 Structually different labor markets face the poor and nonpoor in our dual economy. For example, 
Piore, Michael J., “Manpower Policy’’ in S. Beer and R. Barringer, eds. The State and the Poor, (Cambridge: 
Winthrop Publishing, 1970). 
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uals other than the direct recipients. For example, the well nourished 
have a lower tendency to transmit communicable diseases and para- 
sites. Adequate. nutrition will help to break the chain of many 
infections. 

A positive bias in the results comes from consideration of political 
economy. The well known existence of racial and class discrimination 
greatly handicaps the solution to problems of malnutrition and limits 
the gains which can be made. 


CONCLUSION 


This study has laid out the potential economic gains from eliminating 
malnutrition in America. By necessity, this analysis is tentative. The 
lack of adequate information has necessitated a broad estimation 
($14.4-$50.3 billion) of the possible dollar benefits. Given the biases 
discussed, I suspect the actual dollar benefits would be closer to the 
top of the range. Even ignoring humanitarian considerations, the 
elimination of malnutrition would probably be more beneficial to this 
country than many other types of projects competing for public funds. 
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APPENDIX C 


AN “ALTERNATIVE DIET” FOR THE PREVENTION OF 
ATHEROSCLEROTIC HEART DISEASE 


[From the report by the Panel on Nutrition and Health, National Nutrition 
Policy Study, 1974-—Part 6 , June 21, 1974.] 





Many Americans are seeking ways to conveniently, economically, 
and pleasantly modify their diets to reduce the amount of cholesterol 
and fat that they consume. Medical research has shown that these 
dietary modifications can decrease the amount of cholesterol and/or 
triglyceride in the blood. Hopefully, this will prevent the accumulation 
of fatty materials in the walls of the arteries. It will take years to 
know for certain whether this approach will stop atherosclerosis or 
retard the progress of the disease. Nevertheless, this way of eating 
does offer the hope of a healthier, longer life for many Americans. 

People do not make abrupt ‘changes in their dietary habits. It 
takes from 2 to 10 years or longer to make radical and permanent 
changes in one’s manner of eating. Therefore, we propose to approach 
the alteration of food habits in a gradual manner with each phase 
introducing more changes toward the alternative dietary pattern 
desired. The major objective of these changes is to lower the blood 
cholesterol level. 

Puase | 


The first phase will be to advise people to decrease gradually the 
amounts of meat, egg yolks and certaim dairy products eaten in order 
to avoid food items extremely high in cholesterol, saturated fat and 
total fat and to use substitute products, Le., margarine for butter, 
vegetable oils and shortening for lard, skim milk cheeses for whole 
milk and cream cheeses, and egg whites for whole eggs. 

Following is an example of how Phase I may be approached: 


Eat a Balanced Diet: 
1. Increase use of legumes, grains, grain products, fruits and 
vegetables. 
2. Use low-fat animal products—skim milk, egg whites, and 
rinsed cottage cheese. 
Be sparing in the use of table salt and “salty” foods. 
es Cholesterol Intake: 
1. Decrease the amount of meat and shellfish per day. 
2. Use skim milk and water ices or sherbets made from skim 
milk. Avoid egg yolks, whole milk, cream, and ice cream. 
Ege whites, dried egg whites or products ‘simulating eges 
which are made from ege whites are cholesterol-free and 
perfectly acceptable. 
3. Use margarine, vegetable shortenings, and oils instead of 
butter and lard. 
4. Use rinsed or dry cottage cheese in perference to other cheeses. 
Regulate Saturated Fat Intake: 
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foal 


. Eat small amounts of lean meat, fish, or poultry per day rather 
than fatty meats. 

. Use low-fat animal products—skim milk and rinsed cottage 
cheese—instead of whole milk, cream, and cheese. 

. Use margarine, vegetable shortenings, and oils instead of 
butter and lard. 

. Limit saturated vegetable fat-cocoa butter and coconut oil— 
and the products made from them (chocolate, many simu- 
lated dairy products, and certain shortenings) 

Consider the Total Amount of Fat in Your Diet: 

1. Kat small amounts of lean meat, fish, and poultry per day. 

2. Use moderate quantities of those foods which are by nature 
predominantly fat; margarines, shortenings,.oils, nuts, pea- 
nut butter, olives, and avocado. 

3. Use sparingly those foods which are comparatively h gh in fat 
by reason of their manufacture: regular salad dressings, 
potato chips, and similar snack foods, fried foods, “fancy 
breads”’, rich desserts. 

Restrict calories if you are overweight. 

(See Chart I, food guide for the ‘alternative diet’’). 


Puase II 


me WwW bd 


In Phase II people will be encouraged to change their habitual diet 
further by the incorporation of the recipes developed in “alternative 
diet product development laboratories” for: 

1. meatless entrees with emphasis on legumes to ensure adequate 
protein 

2. baked products which are cholesterol free and low in fat 

3. Hee and party snacks which are cholesterol free and low 
in fat 

4. meatless sandwiches and other products used in snack lunches 

5. Acceptable substitutes for currently popular high fat, high 
cholesterol products. 

Those recipes will contain little or no salt (sodium chleride and other 
sodium-containing condiment ). 

As more and more recipes are developed people will be encouraged 
to incorporate these into their own repertoire of recipes. At the 
same time they will be encouraged to use less meat and fat. Since 
they have been given an array of recipes to use instead of meat this 
should be a gradual transition from including some meatless meals 
to many meatless meals to meatless days. This will probably be 
done in several phases rather than the one as described here initially. 


Puaset III 


Phase III will be to develop directly the philosophy of the alterna- 
tive diet. It 1s planned to take a historical approach to the consump- 
tion of meat. Man has always eaten meat. What he hasn’t done is to 
eat meat everyday, let alone several times a day. Even today daily 
meat consumption is only possible for the affluent minority of the 
world’s population. It is neither healthy nor economical to consume 
large amounts of meat everyday. Therefore, we plan to suggest 
ultimately that people adopt the pattern of eating meat occasionally. 
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APPENDIX D 


[Prepared for Assistant Secretary for Health & Scientific Affairs, 
Department of Health, Education, and Welfare, September 1971] 


WHAT SHOULD BE THE DEPARTMENT’S ROLE IN 
NUTRITION AND DIET PERTAINING TO HEALTH? 





Poticy Question ANALYSIS IN RESPONSE TO THE DEPARTMENT 
PLannine Guipance MemoraNnpUM 


PREPARED BY NUTRITION STUDY GROUP 


Chairman: Dr. Ogden C. Johnson, Director, Division of Nutrition, 
FDA. 

Member;s: Dr. Charles U. Lowe, Scientific Director, National In- 
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Srecrion 1 
POLICY QUESTION 


What should be the Department’s role in nutrition and diet pertain- 
ing to health ? , 

The Department of Health, Education and Welfare is responsible 
for those programs that protect and improve the health of the popula- 
tion. Nutrition is an intergral part of health and must be treated as 
one of the basic components of all health maintenance, treatment, and 
health improvement programs, particularly the preventive health edu- 
cation programs. The goal of Department’s health programs is to as- 
sure optimal health in our population and to provide such services 
that those who have health problems have systems available so that 
their health status can be improved. Nutrition must bean integral part 
of this goal. Since optimal nutrition is related to both food intake and 
health factors, many types of action can adversely effect nutritional 
status. Lack of money, lack of information on foods leading to poor 
food intake patterns and chronic disease all can cause nutritional prob- 
lems. The Department’s programs in welfare (provision of money) 
education (assist individuals to understand and use information) and 
provision of health services (treatment and prevention) should in- 
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corporate nutrition, since all can and should have a role in achieving 
optimal nutrition for all Americans as part of the goal of optimal 
health status. 

The issue is not if the Department has a role; the Department has a 
responsibility to incorporate nutrition concepts into all of its pro- 
grams, providing adequate resources so that all persons can achieve 
optimal nutrition and to provide special support for those segments of 
the population that can not with their own resources achieve optimal 
nutrition. 

In addition to the nutrition role in relation to services and support 
programs, the Department has a research function both in terms of 
identifying optimal nutrition and establishing nutritional factors as- 
sociated with chronic disease problems. This research function has not 
been presented as an alternative, as this activity is considered essential 
to better identifying, preventing, and treating health problems. Con- 
tinued research support is a basic assumption, since without research 
findings to guide, the service and support program alternatives cannot 
be directed toward the problems which can be solved with the available 
resources. 

SECTION 2 


ANALYTIC SUB-ISSUES 


There are three sub-issues which are integral to the main issue and 
must be treated separately. 

The first is the development of an effective system of surveillance 
and monitoring of nutritional status, food intake and food quality, 
with an evaluation system which will permit review of the data being 
collected and provide basic information for program planning. Such a 
surveillance system would also provide a means for evaluating the 
effect of action programs on nutritional health and food intake. 

The components of the surveillance system are in operation but must 
be organized into an effective reporting system. In addition, an evalua- 
tion and reporting component must be established. Most of the alterna- 
tives proposed later in this report will prove effective only if a nutri- 
tion surveillance system can be organized. A proposal for such a system 
has been drafted and is presented as part of this report. 

The second sub-issue is the need to establish a Departmental nutri- 
tion policy that can be used by agencies to guide them in determining 
the role nutrition should have in programs “they administer. It would 
be advantageous to have a stated nutrition health policy that could be 
used not only within the Department, but would also serve to guide 
other Federal and State agencies in their consideration of programs 
that have direct or indirect influence on the nutritional health of in- 
dividuals or population groups. 

The third sub-issue is closely related to the first two, and requires 
identifying a mechanism for coordinating the nutrition activities of 
the Department, as well as a means to disseminate surveillance re- 
ports, and develop and present Department policy statements on nutri- 
tion. The committee recognizes the problem inherent in establishing an 
office or focal point within the Office of the Secretary. Consideration 
was given to establishing a DHEW nutrition coordinating group, with 
perhaps an Executive Secretary. As a part of such a plan, clearly 
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identified support for evaluation and planning assistance in the area 
of nutrition and health, within the Office of the Assistant Secretary 
for Health would be required. 

The committee has prepared proposals covering each of these sub- 
issues, and presented them as the first three items in the Section on 
proposed solutions. 

SECTION 3 


DESCRIPTION OF THE PROBLEM 


While food supphes remain more than adequate, evidence exists 
that problems of inadequate and improper food intake, which results 
in poor nutritional health, occur in the United States. A review of 
factors which can adversely affect food intake and food selection, 
such as adequate income, population shifts, health problems and 
changing food intake patterns, indicates that if optimal nutritional 
health is to be achieved by the majority of citizens, and particularly 
those with the lower incomes, the Department must exercise its leade: - 
ship role in nutrition, utilizing the several programs it administers 1n 
different ways. A review of the major factors to be considered gives a 
better picture of where problems exist and how the Department can 
reduce or eliminate these nutritionally related problems. 


A. Demographic changes 


U.S. population will increase, even though the rate of growth has 
slowed. The population will continue to include a significant propor- 
tion of individuals at nutritional risk because of the increased nutrient 
requirements for growth and development, child-bearing, and the 
special physiological changes associated with aging. The absolute in- 
crease in the number of people will lead directly to an increase in need 
for health care, including nutrition services. 

Changes in family life which can have a profound effect on capacity 
of families to meet nutritional needs of their members will probably 
continue. These include the increasing number of births out-of-wed- 
lock; the sizable number of households headed by a woman, and the 
increasing number of working mothers with children under 18 years 
of age. Such changes can mean more meals away from home, fewer 
meals eaten together by family members and more reliance on con- 
venience foods for meals and snack foods for ‘“‘nonmeal meals.” 

The increased mobility of the population and a growing proportion 
of people moving to areas surrounding central cities will have impli- 
cations for the location of food marketing resources, planning of deliv- 
ery systems for nutritional care, etc. 


B. Nutrition related to health problems 

Many types of nutrition problems contribute to poor health and dis- 
ability with concomitant loss of productivity and may affect even 
larger numbers of the population—as adverse changes occur in envi- 
ronment, patterns of living. Many of these problems require dietary 
modifications for prevention and treatment and thus require the provi- 
sion of nutrition services, particularly nutrition counseling as an inte- 
oral aspect of health care. Significant nutrition-related health prob- 
lems include: 
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Obesity: Statistical data available indicates a substantial preva- 
lence of obesity at every age in both sexes, no matter how obesity has 
been defined. Not only is obesity implicated i in high incidence of de- 
generative diseases but it can cause various abnormalities in cardio- 
pulmonary or metabolic function, create problems in physical mobility 
and contribute to psychological disturbances. 

Nutritional-deficiency diseases: Iron-deficiency anemia appears to 
be a major problem among all segments of population but particularly 
among infants, preschool children, pregnant and nursing mothers 
and the elderly. The 10 State Nutrition Survey found lew and/or 
deficient hemoglobins in 25 percent of persons below the poverty level 
and in approximately 12 percent of those above the poverty level. Data 
from the Study of Nutritional Status of Preschool Children in the 
United States also suggests that iron-deficiency anemia is not uncom- 
mon among preschool] children regardless of socio-economic status, 
although prevalence i is probably oreatest among the poor. Biochemical 
findings in these two studies indicate that low levels of other nutrients 
such as vitamin A, riboflavin and ascorbic acid may also be cause for 
concern, particularly among the poor where larger numbers of per- 
sons are affected. Data from the 1965 USDA Food Consumption Sur- 
veys of over 14,000 individuals drawn from 6,200 households in the 
spring survey also indicated that sizable numbers had limited intakes 
of some nutrients, e.g., iron, calcium and riboflavin. 

Dental Disease: The prevalence of dental disease in the population 
today is almost totally universal. Dental caries, periadontal disease, 
and congential dental defects contribute in no small measure to the 
nutritional-related disease patterns. Unheeded and untreated, dental 
disease 1s progressive and measurable and is directly related to the nu- 
tritional health of the individual. 

Infant Mortality: While infant mortality rates are improving 
slightly, they vary greatly among the States and between the low 

rate for white and orientals and a high rate for blacks and American 
Indians. Infants with low birth weights are subject to higher than 
average morbidity and mortality rates. Relatively more babies with 
low birth weight were born to mothers who were very young, other 
than white and lived in urban areas. Improved nutrition can increase 
the probability of an improved outcome of pregnancy thus reducing 
pregnancy wastage. Recognizing the influence of maternal nutrition on 
reproductive efliciency, the Committee on Maternal Nutrition, NAS 
recommended that the 1mportance of adequate diet from the mother’s 
own birth through growth and reproduction should be reaffirmed and 
that dietary intake ‘and food habits of pregnant women should be re- 
viewed, and appropriate counseling should be provided. 

Chronic Health Problems: Nutrition has a sienificant role in the 
prevention and treatment of many of the chronic diseases which affect 
large numbers of all ages in the American population. These include 
diabetes found without complications in one out of every 1,000 regis- 
trants upon initial assessment in the Comprehensive Health Services 
projects for Children and Youth in 1970 and limiting activity of over 
one-half million persons according to National Health Survey data. 

Cardiovascular disease which continues to be the leading cause of 
een with over 700,000 number of people dying of coronary heart 
disease/year. Risk factors associated with this disease include diabetes, 
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hypertension, obesity, and lipid abnormalities which may get their 
start at a very early age—even infancy. At the present time, manage- 
ment of patients w ith. hyperlipedemia is usually focused on dietary 
modification as the first step in treatment. Not only is diet counseling 
required, but changes in food production, processing and regulations 
may be necessary as well as substantial nutrition education programs 
directed to all those responsible for establishing sound eating pat- 
terns and dietary habits early in life. 

Inborn Errors of Metabolism: It has been estimated that inborn 
errors of metabolism have a high incidence rate in the newborn popu- 
lation. Increasingly sophisticated laboratory tools and developments 
in genetics are now extending diagnostic horizons of an array of meta- 
bolic diseases many of which require immediate and long term dietary 
management to promote growth and development and prevent 
disability. 

Alcoholism and Drug Addiction: Poor nutritional status is fre- 
quently a secondary effect of alcoholism and drug addiction and may 
require nutritional care and rehabilitation. According to the Federal 
Bureau of Narcotics, as of December 31, 1968, there were 64,011 active 
narcotics addicts reported in the United States. Of these, 16.5 percent 
or 10,609 were females. Infants born to addicted mothers develop with- 
drawal syndrome which affects appetite and feedings. It is estimated 
that there are 9 million problem drinkers in America. 


C. Changing income and support programs 

In 1970, the median income of the American family was $9,870. 
However, millions of Americans are still poor and in 1970, there were 
about 25.5 million individual Americans or 13 percent of the popu- 
lation, living in poverty. Nearly one-third of these were children 
under 18 years of age. Far too many Americans were still finding it 
difficult to obtain a nutritionally adequate diet as well as the other 
basic essentials of life. 

At the present time, the policy of the Administration is to eliminate 
the food stamp and commodity distribution programs and substitute 
cash payment to meet family nutritional needs. This will mean that 
the family, itself, will then be the major determinant of amount of 
money spent for food. 

Present rules and regulations for AFDC now require that welfare 
services must provide for the particular needs of families and children, 
including assistance to parents in money management including con- 
sumer education, child rearing, homemaking and housing problems. 
Although there is limited information available about the actual ex- 
tent and effectiveness of education programs provided through wel- 
fare services, some welfare agencies have developed helpful programs 
which provide this kind of assistance to large numbers of the families 
receiving public welfare, e.g. CHANCE’ (Classes in Home Arts, Nu- 
trition and Consumer Education) offered by the City of New York 
Department of Social Services to improve mothers’ standards of 
household management, health and family care, ete. 

In H.R. 1 The New Social Services Provisions (Title V) defines 

“services for any individual receiving assistance to needy families 
with children or receiving services to the aged, blind, and disabled to 
include nutrition services, educational services, home management, 
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ete.” Additionally in Title X XI of H.R. 1 the Opportunities for 
Families Program and Family Assistance plan would appear to make 
provision under Supportive Services for inclusion of nutrition services 
as a part of health care in order to permit individuals to undertake 
manpower training and employment. 

At the present time the agencies of DHEW (CSA and APA) 
responsible for administering public assistance and social services 
programs have little or no nutrition and home economics staff to 
develop the necessary guidelines and materials, and to evaluate and 
approve plans projects which provide technical assistance required by 
the State and local social service agencies. In addition, little in the way 
of experimental programs is underway by the agencies. 


D. Inadequate nutrition services in health programs 

It has been assumed that nutritional guidance would be received as 
part of health care. However, there is inadequate provision for atten- 
tion to quality and quantity of nutrition services in present and evoly- 
ing health delivery systems. . 

Guidelines and standards for the nutrition component of some of the 
present health programs do exist, e.g., Maternity and Infant Care 
Projects and Children and Youth Projects under Title V, Medicare 
and Medicaid under Titles XVLLL and XIX. 

However, many of existing health programs administered by 
DHEW give only lhmited attention to the nutritional component in 
their policy and guideline material. For example, family planning 
grants under Public Law 91-572 could provide a strategic framework 
in which to deliver nutrition services to women in the child-bearing 
years, yet they give only limited attention to nutrition services as an 
integral part of health care. Regional medical programs could provide 
an excellent vehicle for training providers of nutritional care and 
comprehensive health planning grants offer a unique opportunity to 
obtain basic planning data which could provide for more sound plan- 
ning of nutrition services, but there is no nutrition component in 
guidelines and policies for these grant programs. 

Dietetic or nutrition services in hospitals and extended care facili- 
ties is required for certification under Medicare. However, nutrition 
personnel are not eligible for payments as providers of health care 
services. Deficiencies in dietary departments continue to rank fifth or 
sixth on list of major deficiencies in specified conditions of participa- 
tion in U.S. Hospitals and Extended Care Facilities certified under 
Title XVLLL. This indicates a need for dietary consultation to many 
of these certified facilities. 

Neither HMO’s or present national health insurance proposals pro- 
vide for nutrition service as specified health care benefit nor do they 
give adequate consideration to the role of nutrition personnel as direct 
providers of care to patients, as providers of technical consultation to 
care facilities and as trainers of providers of health care. Many of the 
models being used to develop HMO’s etc. have had a limited nutrition 
component and made little, if any, use of nutrition personnel to deliver 
nutritional care. According to information compiled by the AMA in 
1965, only 224 dietitians (0.4 percent of all allied health personnel 
involved) were listed as being employed in group practices in the 
United States. Nutritional service must be a reimbursable item in 
health care if it is to become a part of the health care system. 
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The lack of basic planning and management data, necessary for 
orderly development of plans for and evaluation of the nutrition com- 
ponent of health services makes it difficult to establish performance 
goals. Some cost figures are available from the Comprehensive Health 
Services Projects for Children and Youth, but little concrete, factual 
information is available on kinds and location of nutrition manpower, 
desirable ratios of nutrition manpower to population and to case load, 
comparative cost of various delivery systems of nutritional care and 
cost. benefits. 


EI’. Changing patterns in child care and child development services 

Day care and preschool programs for children of all ages have been 
increasing as a result of new legislation, increase in working mothers 
(projections for 1985 indicate that 6.6 million age 20-44 with chil- 
dren under age 5 will be in labor force), greater recognition of bene- 
fits of early educational experience for some children, etc. Since ade- 
quate nutrition is essential for sound growth and development of 
children, nutrition and food services are considered an important 
component of such programs and funds can be used to provide for 
such services. 

Guidelines and standards for many of the present programs (Head- 
start, Follow-Through, Parent and Child Centers, Federal Inter- 
agency Day Care Requirements, etc.) give some attention to the provi- 
sion of appropriate meals and snacks to help meet the nutritional 
needs of children and nutrition education for staff parents, and chil- 
dren. However, the guidelines are so broad and general that they per- 
mit a wide range of practice. State health and welfare and education 
agencies have provided technical assistance in nutrition to many of 
these day care and preschool programs as a part of their licensing and 
consultation responsibilities, however, the size of their nutrition staffs 
has been too limited to meet the extent of need. Many of the centers 
and programs operate on limited budgets and with untrained food 
service staffs. The combination of all of these factors means that there 
is room for considerable improvement of the food and nutrition com- 
ponent of these programs. 

H.R. 1 will expand day care services significantly to enable adults 
to undertake or continue in training, employment, or vocational reha- 
bilitation under FAP. If other legislation pending e.g., Brademas Bill, 
etc. is enacted, child care and child development services will be fur- 
ther extended. 

At the Federal level, the major agencies responsible for these pro- 
grams, e.g. OCD, CSA, etc. have at the present time hmited or no 
nutrition staff to give adequate attention to this important component 
of these expending programs and services. Nutrition Consultants in 
the central and regional offices of MCHS, HSMHA have provided 
some consultation to these agencies as their workloads permitted. 
However, no “formal” arrangements regarding sharing of staff, etc. 
exist between agencies and this has meant that input has not always 
occurred at most strategic time in planning and program development. 


F. Failure to support manpower requirements for nutrition services 
The failure to provide adequate funds and manpower for nutrition 


services also reduces the outreach of health services in the area of 
nutrition. 
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The major support of public health nutrition services in State and 
local health agencies continue to come from Federal sources and 
matching State monies, primarily Title V funds. While there are 
about 500 nutrition positions budgeted in State and local health agen- 
cies, the nutrition staffing of many of them is still inadequate to 
deliver quantity and quality of nutritional care needed, e.g., three 
State health departments do not have even one position budgeted for 
a full-time public health nutritionist to give leadership and direction 
to the development and implementation of nutrition services in the 
total public health program; five State health agencies budget for 
only one public health nutritionist to provide coverage for the entire 
State. 

Positions for nutrition personnel to deliver nutrition services to low- 
income mothers and children and their families through the Maternity 
and Infant Care Projects and Comprehensive Health Services Proj- 
ects for Children and Youth (Title V) are being reduced as funds 
become limited due to rising medical costs and “fixed” appropriations. 

In relation to manpower, definitive data is limited. On basis of pro- 
gram experience many health officials feel that data such as the follow- 
ing indicates a shortage of nutrition manpower which may require 
more attention in health manpower legislation and its implementa- 
tion. The vacancy rate in nutrition positions budgeted in State and 
local health agencies continues to be between 15-20 percent. In an 
informal (1966) study of Projected Needs for Public Health Nutri- 
tionists at State, city and county levels replies from 37 States ind1- 

cated that present supply would need to be increased by 100 percent. 
A wide range in ratio of dietitians and nutritionists to population 
exists in the ee e.g., Utah with 6/100,000 population vs. Massa- 
chusetts with 22/100,000. Forty-five States have less than 20/100,000 
population. Using a sats Otel, 50,000 population, division of Allied 
Health Manpower computed that about 4 ,400 community nutritionists 
would be needed. PHS-AHA. surveys indicated that many openings 
for dietitians are unfilled. Surveys indicate that an estimated 20,700 
dietitians will be needed in hospitals in 1975 compared to approxi- 
mately 13,000 presently employed. 


G. Failure of educational programs to effectively reach target popu- 
lation, or bring about positive nutritional health, changes 

Dietary behavior ‘is affected by psychological, cultural, environ- 
mental and economic factors more than by intellectual knowledge 
about nutrients and health. Nutrition education, therefore, needs to 
gear itself to behavior rather than just intellectual knowledge about 
food and nutrients. This is now being done in the context of health 
education and home economics, curricula and needs to be expanded 
for inclusion in school food programs, social studies, economics, and 
other appropriate context areas. Behavioral objectives in nutrition 
education also need to be done for parents and school staff so that the 
learning can be reinforced outside the classroom as well as inside. 

In the School Health Education Study (1960-63) schools reported 
that nutrition was an area of emphasis for instruction by the major- 
ity of all school districts in every grade K-12: and yet it was found 
to be the area ranking lowest in comprehension among 12th grade 
students. 


99 


Professionals and paraprofessionals who are in a position to have 
an impact on the nutritional health of people, such as social workers, 
teachers and medical personnel, are poorly informed about the rela- 
tionship of food to health or about how to impart this information 
to their patients/clients in practical terms. “A need for improvement 
in nutrition teaching is readily acknowledged by many medical 
schools. . . . The nutrition teaching provided by the various medi- 
cal specialties is necessarily fragmented; and sometimes superficial.” ? 

Food technology and knowledge about nutrition steadily advance, 
while methods of educating people about these developments remains 
stagnant. As a result, there is considerable confusion and ignorance 
among the generalpublic. Food faddists as well as advertisers thrive 
when people are not equipped to evaluate the myriad messages which 
they read or see on TY. This ignorance extends to those responsible 
for policy decisions concerning nutritional health programs and for 
the food that is made available in the marketplace. 

There is fragmentation of effort to educate through Federal pro- 
grams. OE has more than nine offices administering programs having 
potential for nutrition components. There is little coordination of 
these efforts. This fragmentation 1s duplicated in school systems and 
the community : 

The National School Food Service and Nutrition Education 
Finance Project found in its survey of school districts no discernible 
pattern of nutrition education. “...a concluding but guarded opinion 
was that nutrition education in the nation’s schools exists more in word 
than infact.” 7 

HEW has not taken the leadership role in providing guidance for 
the development of nutrition education programs. HEW is responsible 
for leadership in improving the nation’s health. Through the recom- 
mended surveillance and monitoring system, HEW should provide 
guidance for nutrition education programs to support optimum 
health. HEW must assume responsibility for leadership for defining 
nutrition education, reviewing nutrition education in relationship to 
health status, food technology, new knowledge about nutrition, new 
methods of education, and communication as well as for influencing 
policy which governs child and family food programs. 

“There is a greater and greater recognition that the scope and the 
techniques of nutrition education need drastic review.” ° HEW should 
assume leadership in this review to relate it to health of the American 
people. 

H. Changing food supply and influence of “new foods” on nutrient 
content of diets: 

The utilization of foods have changed considerably in recent years 
and food consumption information as well as recent studies on the 
utilization of formulated and fabricated foods, suggest that tradi- 
tional nutritional patterns no longer can provide adequate nutritional 
support to all segments of the population. An increased dependence 
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1 Report Vesag. House Conference on Food, Nutrition and Health. Appendix C, Panel 
IV-—2, p. 167, 168 

2 National Educational Finance Project, Special Study No. 9, Sept. 17, 1970. 

3 Summary of the Follow-up Conference on Food, Nutrition and Heaith from the Report 
of the Follow-up Conference on Food, Nutrition and Health held in Williamsburg, Va., 
Feb. 5, 1971. p. 25. 
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on processed foods and the development of fabricated food analogs 
which will replace traditional foods has potential for reducing the 
quality of diets. Such fabricated foods because of their price and ease 
of use, are considered important products for institutional feeding 
and for feeding programs associated with the provision of health 
services and social service programs. 

The changing food consumption patterns have also made obsolete 
some of the food fortification and improvement practices initiated by 
regulations over the last 20 to 30 years. In the past such developments 
have been initiated by groups outside the Food and Drug Administra- 
tion. Fortification action has been based on individual reports and 
directed towards specific health problems. Changes in dietary patterns 
have reduced the effectiveness of the fortification programs. Because 
of the lack of basic information on food intake patterns, it has been 
exceedingly difficult for outside groups to effectively request changes. 
A more aggressive program utilizing food fortification initiated on the 
basis of maintaining optimal nutrition in the population is one means 
of maintaining a better diet in the country. 

The current activities of the Food and Drug Administration to 
establish the nutritional quality of processed foods, and to provide the 
consumer with labeling to identify the nutrient content of foods is a 
small start in the direction of improving the diets of all Americans by 
directed improvement in the nutrient content of many foods in the 
marketplace. 

SECTION 4 


ASSUMPTIONS 


1. It is the assumption of this study committee that DHEW recog- 
mizes nutrition as basic to health; nutrition education as a basic com- 
ponent of health education and thus an integral part of any preven- 
‘tive health program. 

2. Federal dollars for the nutritional component of health services 
programs will continue to be a part of the general health dollar rather 
than a categorical item. If special revenue sharing is implemented, 
nutrition services would still be included as an integral part of the 
Federal dollar for health. 

3. Nutritional care provided as an integral part of primary, second- 
ary and tertiary health care can (a) contribute to the maintenance 
and improvement of an individual’s health, productivity and ultimate 
economic and social well-being: (b) often defer and modify the devel- 
opment of a disease state so that a clinical condition does not develop 
and the need for medical and other remedial services which are more 
expensive tynes of care is reduced. 

4. Some form of family health insurance and improvements in 
health financing programs will be implemented, e.g., FHIP, HMO’s, 
etc. in near future. 

5, That some type of Family Assistance Program will be enacted. 

6. That legislation designed to improve the distribution and in- 
crease the supply of health } personnel will be enacted and will result in 
more health manpower available to provide nutritional support in 
health programs. 
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7. That the educational system is in process of change and its goal 
of serving children and families better will be supported by programs 
which will be effective in changing and improving food habits. 

8. That basic support for nutrition research will be available, and 
that nutritional aspects of chronic diseases, growth and development, 
and optimal health will be considered essential in health research 
planning. 

9. That there will be public interest in and acceptance of nutritional 
care asa part of preventive health services. 

10. That an adequate supply of food is available on a national level. 
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SECTION 5 
PROPOSED SOLUTIONS (ALTERNATIVES) 


In considering the various problem areas, it is apparent that many 
of the alternatives presented should be considered as options covering 
limited aspects of the main issue. The proposed activity in regard to 
providing nutrition service to one segment of the population should 
be viewed separately from activity suggested as a means for improv- 
ing food purchasing practices as part of money management. In other 
cases a series of activities may be required covering several program 
areas. These are not considered alternatives, but are grouped as options 
within a single alternative solution. 

It was impossible to develop sufficient information on all factors 
related to each of the alternatives. The committee feels that more com- 
plete analysis would be helpful, and calls attention to proposals, 
which are presented as separate statements before the alternatives, 
which would establish a working group which could conduct the more 
extensive evaluation. 

There is a continued need for research to better define the nutritional 
significance of a number of areas such as diet and heart disease, nu- 
tritional status and learning ability, and nutritional requirements 
under stress conditions. Basic research support must continue, and 
the committee has assumed that this will be true. The concern thus is 
that mechanisms are available to utilize what we already know, and 
to put new knowledge into practice as quickly as possible; be it in 
treatment of disease, education to prevent nutrition problems, or 
changes in the fortification of foods. 


PROPOSAL 1 


A nutrition monitoring and surveillance system should be set up to 
continuously collect, analyze, and distribute nutritionally-related data 
now being obtained by all Federal nutrition programs’ research and 
service projects, and by national surveys. An integral part of this 
system would be the data collection and distribution activities of the 
National Center for Health Statistics as they involve nutritionally 
related material. 


Problem 


The objective of a nutrition monitoring and surveillance system is 
to provide basic information for program planning and offer a con- 
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tinuous ongoing evaluation of the effectiveness of such programs on 
both a national and local level. The data collected and evaluated by 
such a system should be related both to population groups at high 
nutritional risk (monitoring) and to the general population (sur- 
velllance. ) 

At the present time there are many real and potential sources of data 
related to nutritional status. The nutrition survey being conducted as 
part of the ongoing Health Examination Survey (HANES) by the 
National Center for Health Statistics will provide biannual data on 
the nutritional status of a random sample of the American popula- 
tion. This data will provide a basis for broad national nutrition pro- 
graming and evaluation. In addition to this activity provision must 
be made to monitor the nutritional status of special population groups 
and in special situations (e.g., migrants, American Indians, pregnant 
women, lodine status, etc.). ‘Other data, available in a variety of 
agency structures, should be brought together in such a way as to 
afford a basis for identifying immediate - program needs and contin- 
uous evaluation of program effectiveness, particularly for use among 
special population groups. 

Present nutrition data collection has become cumbersome in its so- 
phistication and there is a need for simpler screening examinations 
that will promote a nutrition component in comprehensive health 
screening and in office practice. This present complexity, plus a lack 
of service-orientation of the data, is not responsive enough to the needs 
of the health care delivery systems. 

The solution appears to be a comprehensive nutrition surveillance 
system to re-define continually the incidence of deficiencies by multiple 
parameters, to constantly monitor the degrees of risk of specific popu- 
lation groups and to supply practical data bases by which to measure 
program effectiveness. Such a system should be devloped under the 
constraint of carefully determined assumptions, some of which would 
include: 

1. New health care delivery systems are imminent and should be 
planned for as providers and consumers (for evaluative purposes) of 
nutrition data. 

2. The system will monitor multiple parameters and data resources, 
and collect, collate, and report data on a continuous basis. 

3. Initial determination of system objectives will be made together 
with periodic review by a committee. This should include the ‘deter- 
mination of the simplest and most inexpensive indicators of nutri- 
tional status needed to provide minimal useful data. 

4. The system will include data from as many available sources as 
possible including Federal and State nutrition programs, national 
surveys, consumer studies, insurance benefits, vital statistics, clinical 
record, special population studies, epidemiologic investigations, food 
consumption data and data on food analysis and quality control of 
food handling. 


Program 

The staff, consisting of at least statisticians, system analysts, pro- 
grammers, nutritionists, physicians, and professional writers would 
produce a monthly or bimonthly report of nutrition status of high 
risk populations, incidence of related disease, and socio-economic cor- 
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relations. Such surveillance reports would be given wide distribution 
to welfare, health, agricultural, industrial, and political agencies at 
all Government and academic levels. Early detection and warning of 
critical nutritional profiles would be provided for specific popula- 
tions and geographic areas. Special data requests would also be 
accepted. 

A review committee of data consumers would regularly screen out 
impractical and unproductive data processing, while making general 
policy recommendations concerning handling of specific requests. 

There are additional increments of data collection and review avail- 
able to supplement the basic proposal. These include: 

1. Collection of consumer data such as participation in federally 
financed programs (e.g., free school lunches and breakfast, summer 
programs, Headstart, commodities distribution, food stamps, and 
“Meals on Wheels”). Random sampling of commercial food produc- 
tion, processing and sales should also give better insight into the 
relationship of eating patterns to health. 

2. Vital statistics (morbidity and mortality records) from State 
Health Departments should be assessed and used as one measure of 
nutritional status of special population groups. Also there is much 
important data that could be obtained from health departments spon- 
sored clinics, screening programs, institutional licensure, and food 
inspections. 

3. Third-party providers have data that would be invaluable for 
nutrition surveillance. A pilot effort with the Medicaid files of several 
States, later adding other States, Medicare, Social Security (death 
benefits), VA (pensions), and private insurance companies data would 
would be useful. 

4, The collection of clinical data from hospitals and clinics, begin- 
ning with Federal facilities, and subsequently other public and private 
institutions. If would suffice to sample on a random basis, with data 
coming from each facility for a specified time period. An extension of 
this approach would involve physician reporting, especially pediatri- 
cians, general practitioners, and internists. A scheme of rotating 
periodic intensive reporting would be effective, particularly if coupled 
with the development of simple screening techniques. 

Surveillance would be enhanced if nutrition screening and report- 
ing were made requirements for HMO funding, as well as for grants 
such as Neighborhood Health Centers, Model Cities, ete. 

5. It is inevitable that some necessary data will be available only if 
collected by the staff. The piggy-backing of nutrition data collection 
on other surveys, the use of para-professionals (USDA Extension 
Service aides, VISTA, etc.) and the stimulation of national volunteer 
projects (civic clubs, voluntary health agencies, churches) could, with 
guidance, contribute new valuable data. 

Ultimately, there must be teams consisting of nutritionists and 
epidemiologists to investigate and monitor certain problem areas di- 
rectly, particularly among high risk populations. 


PROPOSAL 2 


The OS-DHEW should establish a nutritional health policy to be 
a guide in the planning, developing, and carrying out programs— 
health, social service, welfare and education—for which the Depart- 
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ment is responsible. The policy statement should address the Depart- 
ment’s responsibility for assuring that optimal nutritional health can 
be achieved by all segments of the population, and serve to direct 
attention to the need to consider nutrition support in the develop- 
ment of all health care and education programs. 

Various components of the committee’s report provide specific as- 
pects of a nutritional health policy: 

1. That an important aspect of the health goal of the Department 
should be optimal nutrition for all members of the population. 

2. That nutritional services are an integral part of health services 
and should be supported in and by all health service programs. 

3. That preventive health education programs should provide strong 
emphasis on nutrition education. 


PROPOSAL 3 


Establish a Department of Health, Education, and Welfare Nutri- 
tion coordinating group, with representation from each agency, to 
exchange information on the nutritional aspects of programs, coordi- 
nate activities which involve several agencies, provide guidance for 
long term program planning, and prepare each year for the CS a 
review statement on nutritional health problems based on food and 
nutrition surveys, program evaluation and reports, and surveillance 
reports (see Proposal 1). The review statement would serve as a guide 
to evaluate policy and general program objectives. To provide support 
for the committee, it 1s recommended that a person in the Office of the 
Assistant Secretary for Health be assigned to the committee to serve 
as an Executive Secretary, assisting the group in developing appro- 
priate review documents, and proposed policy statements. 


Provision or NUTRITION SERVICES AND SUPPORT 


ALTERNATIVE 1 


Since nutrition, home management, and related services are essen- 
tial to maintain or restore families to self- -supporting status and im- 
prove family life, and since social services provide a vehicle for the 
delivery of such to strategic population groups, DHEW should: 

(1) Make adequate provision for nutrition and home management 
services in rules and regulations issued to implement H.R. 1. This 
would provide for and ‘support State and local agencies allocating 
some of the funds for social services to the area of nutrition and home 
management. 

(2) Provide the necessary leadership and technical assistance in 
nutrition and home fcamicacent by including nutritionists and home 
economists in the staffing pattern for the central and regional offices 
of the new agency to be “established to administer FAP. 

(3) Include training for positions in nutrition and home manage- 
ment as a part of the manpower or work training programs. 

(4) Develop immediately several R and D Demonstrations involv- 
ing various methods of delivering nutrition and home management 
services to needy families and evaluating their cost and effectiveness 
which could be used as models including paid inservice type training 
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for recipients. There is an urgent need for such efforts to begin im- 
mediately, so that results can be used in implementing H.R. 1 when it 
is enacted. 

(5) Develop guidelines to State Public Welfare agencies for a pro- 
gram of Social Services including use of aides, homemakers, nutri- 
tionists, and home economists to counsel and educate FAP recipients 
in areas of nutrition and home management, including money man- 
agement and consumer education, and ultimately influence nutrition 
and health status of the family. 


ALTERNATIVE 2 


OCD should take steps to insure that Federal guidelines and stand- 
ards for child care programs and services make provision for food 
and nutrition services which are adequate in quality and quantity. 
Such guideline material should encompass use of funds for food and 
nutrition service, supervision of food and nutrition services by quali- 
fied personnel, nutrition assessment as a part of health evaluation, 
nutrition education for staff, parents, and children and actual provi- 
sion of food. 

Nutrition Consultants in the central and regional offices of MCHS, 
HSMHA have provided some consultation to these agencies as their 
workloads permitted. However, no “formal” arrangements regarding 
sharing of staff, etc. exist between agencies and this has meant that 
input has not always occurred at the most strategic time in planning 
and program development. Since nutrition consultants of MCHS al- 
ready have on-going working relationships with many of the State and 
local health agencies responsible for licensing and providing technical 
assistance to child care agencies, and since nutrition services are an 
integral part of child health services, there may be merit in develop- 
ing a formal arrangement with the MCHS for provision of nutrition 
consultation to OCD central and regional offices. 


ALTERNATIVE 3 


Providing for more adequate delivery of nutrition services as an 
integral component of health programs and systems by improved 
stafling of Federal, State and local health agencies with nutrition 
per sonnel who can ‘place, develop and provide such services. 

The Committee proposes that one way to bring about the above 
change would be by making nutrition personnel eligible for payments 
as pr roviders of health care services and stipulating dietary counsel- 
ing services as an eligible service for third party payment in national 
health insurance plans. This would require that legislation identify 
nutritional care as an essential component of preventive health care 
services and stipulate dietary counseling services as an eligible serv- 
ice for third party payment. 

While there is some information available on cost of the nutritional 
component of care per registrant in the C&Y projects (e.g., total cost 
per registrant for the provision of comprehensive health care serv- 
ices in fiscal year 1969 was $189, 1.42 percent or $2.69 per registrant 
was cost of nutritional functional area) more cost data will be needed 
in order to establish appropriate fees for provider services. 
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Two additional alternatives were discussed for funding on rac ais 
personnel : 

(1) “Karmarking” a proportion of health funds to Federal, State 
and local health agencies (to include public health agencies, HMO, 
hospitals and other health care facilities) for support of nutrition 
services. 

(2) Providing special or formula grants to State and local health 
agencies for nutrition services using a formula based on population. 
This alternative would not be in keeping with plans for revenue- 
sharing and might tend to fragment or separate nutrition services 
from total health care planning and service. 

Both of these appear to be out of step with current progr ams to 
provide health care support and the committee does not offer these as 
possible solutions. 

If provision is made for additional support for manpower to pro- 
vide nutrition services, there will be a need to support training in 
nutrition for health care personnel. The committee made the assump- 
tion that training support would be available, recognizing that such 
support is currently limited. There was insufficient information avail- 
able to develop definitive guidelines for stafling different types of 
health delivery systems. T here is a need to test various staffing pat- 
terns for delivery of nutrition service in order to provide information 
on effectiveness, cost, type of personnel, and desirable ratio of man- 
power to population served. 

As a part of this basic alternative, it is suggested that public health 
nutrition personnel employed under the Emer gency Health Personnel 
Act could be assigned to selected areas of the Nation where there is a 
serious maldistribution and lack of nutrition personnel, particularly 
rural and urban areas. Such personnel could be deployed to city and 
county health departments and other existing health programs and 
agencies where they would work with other members of health teams. 


ALTERNATIVE 4 


The Assistant Secretary of Health and Scientific Affairs should re- 
quire that standards, regulations and policies for health programs de- 
veloped and administered by DHEW make appropriate provision for 
nutrition services adequate in quality and quantity. 

That the administrator(s) OASPE and HSMHA provide for more 
nutrition input in planning, developing, and evaluating Health Care 
Programs and systems in order to assure that nutrition services will 
be included in such programs and systems. 

The committee was not able to develop this recommendation in de- 

tail, but proposes that basic information needed for program planning 

could be obtained by requiring that provision be made for nutrition 
services in the HMO’s (and Family Health Centers) which will be 
developed with Federal planning grants. This would permit explora- 
tion of various methods of providing nutritional care and developing 
cost-benefit data, etc., which could be used as a base for further 
planning. 

In addition, a mechanism should be developed for involving nutri- 
tion personnel in Federal, State and regional health planning teams, 

task forces, agencies, etc. so that nutrition services are adequately con- 
sidered in program planning and evaluation efforts. 
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ALTERNATIVE 5 


The administrator of HSMHA should consider staffing regional, 
area, and central offices of HSMHA agencies with at least the mini- 
mum number of public health nutr itionists needed to plan the nutri- 
tion component of evolving health programs and systems; to develop 
necessary nutrition guidelines, standards and regulations and enforce 
them; to evaluate and approve nutrition component of plans and 
projects and to provide technical assistance to health care providers. 
To bring staffing level up to two positions/region would require an 
additional eight “public health nutrition consultant positions. An addi- 
tional eight “would be needed to bring staffing pattern up to two 
per area office of the Indian Health Service. Appropriate nutrition 
stafiine of the central office HSMHA should also be developed. The 
committee feels such support would be required if the alternatives 
regarding the provision of nutrition services as part of health care 
activities is to be adequately developed at the local level. 


ALTERNATIVE 6 


The Office of Telecommunication Policy, ASPE should explore all 
aspects of communications as a means for increasing nutrition educa- 
tion outreach to technical personnel and consumers. 

In order to reinforce and extend services of nutrition personnel, 
greater use could be made of communications technology and _ pro- 
grammatic content in nutrition could be developed. Specific attention 
should begin in the National Health Education Foundation, which 
was stimulated by the administration and which is a channel for 
accomplishing some of this activity, as would the Regional Medical 
Programs and Area Health Education Centers. This activity should 
also be considered 1n terms of teacher training. 

This mass media approach would not completely replace need for 
well-trained nutrition manpower since many dietary management 
problems require individualized counseling with periodic reevaluation 
over an extended period of time. 


EDUCATION 
ALTERNATIVE 1 


In line with the assumption that nutrition is part of any preventive 
health education program, the committee feels that the Commissioner 
of OE should identify health, nutrition and mental health education 
as a priority in support of the President’s preventive health program. 

This action would be supportive of the Commissioner’s priority on 
education for careers, since beneficial health behavior, integrated by 
the time a child finishes secondary school, would provide him with 
basic information and decisionmaking ability to act responsibly about 
his own and his community’s health. 

It would also support OF goals of equality of Educational Oppor- 
tunity: 

a. disadvantaged 
b. handicapped 
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Lducational Reform 
e making better use of schools as the delivery system for strong pre- 
ventive health education programs based on behavioral objectives, 
would go a long way toward solving nutrition related health prob- 
lems listed in Section 3(B), since they could reach all children 
and their parents over an extended period of time. 


ALTERNATIVE 2 


Fund a project to develop guidelines for nutritional education (pre- 
school-12) for students, parents and staff based on behavioral goals. 
(Please read the outline of project. proposal which is attached.) 

Such guidelines would help to define the broad concept of nutrition 
education in terms that would make obvious the need for all children 
to integrate basic information and behavior about food and about 
community responsibility for nutritional health into health education. 
Thus, whether a high school graduate is going to become a homemaker 
and mother, a wage earner to support a “family, a a supermarket man- 
ager, a member of the health profession, a food producer, an indus- 
trialist, a teacher, a legislator, a social worker, an advertising execu- 
tive—whatever—he will have basic knowledge he needs integrated to 
allow him to make wise decisions about his own and his community’s 
nutritional health. 

Tt is expected that the guidelines would lead to solutions of some of 
the other problems identified in relation to nutrition education because 
they would suggest the need to establish and strengthen nutrition com- 
ponents of health education programs. Examples of how some OK 
programs might be strengthened follow: 


Vocational Education 
e might expand some parts of its programs to reach more boys as 
well as oirls in secondary school. 
e by providing teachers who have a strong food and nutrition back- 
ground to “act as resource to elementary school teachers. 
e by helping to provide training in food and nutrition for para- 
professional staffs of schools, and pre-schools. 
for adult programs and other institutions the euidelines would 
suggest ways of coordinating parent and child education pro- 
grams so the learning which takes place at school can be rein- 
forced at home. 


8 


EPDA 


might add nutrition/health components to some of its teacher 
training programs. 

by linking with USDA Child Nutrition funds for nutrition edu- 
cation by linking with Area Health Education Centers. The 
pending legislation has potential for providing in-service train- 
ing to school personnel. An advantage of this coordination is 
that such nutrition education would be health related. 


BLET 


Projects which support the goals of nutrition and education could 
be identified and funded in coordination with training projects for 
teachers, students or parents. 
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These are merely examples; other programs could make use of the 
guidelines in helping to find ways to meet the Commissioner’s goals. 


OCD 


The HEAD START materials for nutrition would be compatible 
with the proposed guidelines. Both would be helpful in planning pro- 
grams in Day Care. To str engthen Head Start nutrition components. 
training could be accomplished through vocational education, Health 
manpower programs and the proposed area Health Education 
Centers. 

It is expected that the guidelines, by focusing on preschool-12, 
would be helpful to USDA child nutrition programs and to educators 
in becoming aware of how the food service and instructional services 
can compliment each other in a food nutrition/health education 
program. 

Consideration of research and development projects needed to test 
the effectiveness of nutrition education would also be made by the 
guidelines, as would utilization of manpower to implement effective 
nutrition education programs in schools and with parents as part of 
preventive heaith education programs. 


OUTLINE OF PROJECT PROPOSAL FOR GUIDELINES FOR NUTRITION 
EDUCATION 


We now realize that nutrition education must include more than 
learning facts about foods and nutrients . . . just as with health edu- 
cation, “generally, nutrition education must concern itself with be- 
havioral changes. These changes involve the integration of thinking, 
feeling and action, as illustrated by the following ‘examples: 

—Whether an 18 year old thinks his body is ‘worth taking care of 
depends upon his self-concept from early childhood. 

——Whether he is concerned about others, their hunger and health, 
may depend upon whether he feels cared for. 

—Whether he chooses foods for himself and his family which con- 
tribute to nutritional health may depend upon his own eating 
experiences he had as he was growing up. 

——Whether he makes sensible decisions about foods will depend 
upon his ability to think and his confidence to be dis- 
criminating. 

Because the goal of nutrition education is to affect the behavior of 
the student towards himself, his family and his environment, decision 
making and ability to make value judgments are equally, if not more 
important, than content. The process to which a child is exposed in 
pass -school-12 will greatly influence his (dietary) behavior in adult 
ife. 


The Overall Problem 


—Changing technology, new knowledge about nutrition, new 
methods of education, urbanization with resultant dependence 
upon economic and political systems for meeting basic (food ) 
needs, provide the basis for a statement in the summary of the 
follow-up conference on Food, Nutrition and Health. “... There 
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is a greater and greater recognition that the scope and the 
techniques of nutrition education need drastic review.” * 

Purpose of the Proposal is to fund a project to review the scope and 
techniques of nutrition education and to prepare guidelines for nutri- 
tion education for students, preschool-12, their “parents, and school 
staf. 

Method: Select a committee to: 

—Redefine the goals of nutrition education in terms of desired stu- 

dent and parent behavior. 

—Review the present scope of nutrition education for students, their 
parents, and school staff. 

—SHES and other curriculum development projects hich have 
nutrition components, as well as HEAD START and Child Nu- 
trition programs will be among the materials reviewed. 

—Identify the gaps between where nutrition education is and where 
it needs to be to achieve stated goals. 

—Prepare guidelines for students pre-school-12, parents and staff 
learning in the area of foods and nutrition. These will include 
measurable objectives for all three target groups. 

—Identify ways to achieve these objectives through the educative 
process in both a traditional school system and in a changing, 
learner-centered system of education. 

The Committee will include students, parents, teachers, nutrition- 

ists, and instructional systems specialists. 

Time Frame: a project proposal can be developed by November 1, 
1971. It is recommended that Funding be through ESEA, Title IV. It 
is estimated that the project will cost no more than $50,000. 

Alternatives if Funded: through Title IV, ESHA. 

(1) Nutrition and Health Services can implement the project. 

—A full time secretary would need to be added to the staff. 
—Other than that, all cost would be direct for consultant fees, 
conferences, printing. 

(2) A University could carry out the project under monitoring by 

ESEA Title IV. 
—Costs would probably be a 50% greater due to overhead. 


IMPROVEMENT OF Diet QUALITY 
ALTERNATIVE 1 


Establish a policy of nutritional quality for foods, which will en- 
courage controlled nutrient improvement of many foods by the addi- 
tion of nutrients. 

While an adequate food supply is available, personal preferences, 
attractiveness of some food products that are poor nutritionally, and 
the constant appearance of new foods result in the selection of a poor 
diet. If most processed foods were required to contain a minimal 
baseline nutrient level, even those selecting a rather poor restricted 
diet would receive basic nutrient requirements. 

The Department can accomplish such an improvement in food 
products and make the suggested policy operational through the ac- 
tivities of the Food and Drug Administration. In actual practice, the 

1“Summary of the Follow-up Conference on Food, Nutrition and Health’ from the Re- 


port of the Follow-un Conference on Food, Nutrition and Health, held in Williamsburg, 
Va., February 5, 1971, p. 25. 
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improved nutritional quality would be made a part of food standards, 
and regulations. The cost of such a program would be small in terms 
of added operational costs in the FDA. However, it would be neces- 
sary to have food intake and nutrition status information available 
before permitting expansion of fortification in order to prevent ex- 
cessive intake levels of nutrients. Existing and currently proposed 
surveillance systems can provide the necessary information, but an 
evaluation and planning responsibilities must be established. 

The current Food, Drug and Cosmetic Act has been interpreted to 
mean that protection of food quality and safety is key. However, this 
could be reasonably interpreted to mean that the FDA has a respon- 
sibility to initiate actions to assure that the diet of all Americans will 
provide the nutrient balance necessary for optimal nutrition. It may 
be necessary to have added legislative authority, however, if the more 
liberal interpretation of the current laws is not acceptable. 

This program will depend on the cooperation of the Federal govern- 
ment and the food industry. Effective change will be accomplished 
only if the food industry is able to develop acceptable new foods and 
modified traditional foods with improved nutritional quality. The 
Food and Drug Administration will be required to establish guidelines 
and regulations that will protect the consumer from hazard and mis- 
leading claims, but permit and in fact require, that the nutritional 
quality of food be raised when this will benefit the population. 

The proposed action would take place over a period of time which 
would be determined by a number of factors: the ability of the con- 
sumer the food industry and the FDA to establish commonly under- 
stood principles; the application by FDA of these principles in de- 
veloping regulations and guidelines; and the development and evalua- 
tion of new and reformulated foods by industry. 

This proposed action can also be considered in relation to any future 
Department action to modify the diet of all Americans, or special 
groups when clearly defined health benefits can be achieved. Such 
action would only be expected after considerable research effort by 
groups such as the National Institutes of Health, and careful review 
by the medical and health agencies within the Department. 


CoMPARISON OF ALTERNATIVES 


The proposal and alternatives presented cover many areas, and can- 
not be easily compared one against another. In discussing each alterna- 
tive, various aspects of each were evaluated, and modified by the com- 
mittee in order to provide the most direct response to the major issue, 
how can DHEW best fulfill its role of assuring of optimal nutritional 
health to all citizens. 

The committee recommends that consideration be given to each 
alternative by the respective agencies or offices identified in the state- 
ment of the alternative. 

The committee calls attention to the three proposals listed first, and 
referred to under the discussion of analytic sub-issues. There is an 
urgent need to provide leadership to nutritional aspects of health, 
social service, education, welfare, and regulatory programs. Such Jead- 
ership by the Denartment in the development of program guidelines 
and regulations, increased manpower support and expanded and re- 
vised edneation outreach programs, requires that there is a clear policy 
recognizing nutrition as an important factor in optimal health. 
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The committee also feels that the fragmentation of effort, in part 
due to the lack of a coordinating group, “has led to duplication, and a 
loss of awareness by program staffs of related actions in nutrition and 
health. The committee members, though all active in various nutrition 
programs, have no mechanism to share ideas, review results of pro- 
grams or coordinate activities on a formal and continuing basis. Prep- 
aration of position papers, and review of problem issues, such as this 
report, can be done effectively and efficiently only if some type of co- 
ordinating group in DHEW is organized and supported. The commit- 
tee strongly recommends that consideration be given to the concept 
offered in . Proposal 3. 

The first proposal, to establish a scientific evaluation mid review 
unit, and provide, on a continuing basis nutritional status reports, 
reflects the committee’s experience in attempting to bring together in- 
formation for this report. Basic information is obtained by many pro- 
grams, and nutrition related data is collected as part of many field 
surveys and statistic gathering activities. But no one at the present 
time has the responsibility to bring this information together, review 
it, evaluate it, and then provide program planners with “guidance doc- 
uments. In order to provide guidance for program planning i in rela- 
tion to short and long term nutritional health requirements, an PyeLHD: 
tion capability must be established in the Department. 

The alternatives developed is the program areas related to ther vari- 
ous aspects of the problem /isssue, are similar in basic design. The 
committee, recognizing that increases in funds and manpower would 
probably not be available, and of the opinion that simple expansion 
of old programs would not aid the Department to assume its role, 
sought to describe ways that existing or proposed programs could be 
used to make nutrition in health a factor in the imporvement of health 
and health care. 

The alternatives which the committee most strongly supports are 
those which would build nutrition into health, social, welfare and 
education programs as part of regulations and guidelines. In some 
cases, additional support would be required, but in most cases, funds 
already provided for service support would offer a ready means to 
carry out the alternative if appropriate regulations calling for such 
support were made a part of the agency policy. 

The major, and perhaps only adverse reactions could come from 
those groups and individuals committed to trying to solve nutritional 
problems with what has been tried in the past. As stated in the de- 
scription of the problem, nutrition, food, and health problems rapidly 
undergo change and systems are needed which can identify change, 
and respond to change in a manner which will have a positive effect on 
health. By using alre ady available resources, and programs, and 
seeking manpower and funding support only as it related to identified 
programs the basic alternative “should be attractive to those concerned 
with not expanding funding levels. The committee feels that much 
can and should be done thr ough what 1s already available. If optimal 
nutritional health is to be the goal, it can be achieyvel only as part of 
total programs to provide adequate i income, health care, and preventive 
health education. 
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RECOMMENDATIONS 


The committee recommends that consideration be given to the spe- 
cific alternatives in each of the program areas. Alternatives related to 
health programs cannot be considered as possible solutions for edu- 
cation programs, thus the committee does not feel that a list of pro- 
posed trade-offs can be given. Instead, the committee desires that each 

_of the alternatives relating to a specific office or agency be taken as a 
recommendation for that particular aspect of the total problem/issue. 

At the present time the lack of coordination and failure of the 
many groups in the Department to have a common goal in nutrition 
and health, reduces the effectiveness of the total effort. The three pro- 
posals the committee offers are designed to provide the basic founda- 
tion for coordinated nutritional health programs as part of the De- 
partiment’s overall program. 

The alternatives proposed were selected, in every case because they 
offered the most reasonable measures to bring about desired change 
within existing program structure (whenever this was possible). 

However, special attention is called to the following alternatives 
which could provide unique opportunities to make nutrition a living 
and active part of programs, and not an academic and lifeless lecture 
subject. 

1. Provision or NUTRITION SERVICES AND SUPPORT 


Alternative 1. 
Alternative 2. 
Alternative 3. 


2. EDUCATION 
ALTERNATIVE 2. 


These alternatives could be undertaken with very little increased 
support. They would require that the Department establish regula- 
tions and guidelines for the inclusion of nutritional activity in a num- 
ber of ongoing programs. 


3. RESEARCH AND DEVELOPMENT EFFoRTS 


In many of the alternatives, reference is made to the need for re- 
search to determine the best method (s) to support and provide nutri- 
tional services, and education in nutrition. While these research and 
development components were not broken out into individual items 
they are essential aspects of each alternative and should be considered 
a key to proposed action. The need is to recognize in planning stages, 
that research and development, with education must be a part of ‘the 
programs. The committee strongly recommends that research and 
development efforts in relation to the nutritional aspects of social 
services, Income maintenance, health education, and health services 
be started as soon as possible. This will provide information necessary 
to integrate sound nutrition action into existing and planned 
programs. 


Foop anp Drug ADMINISTRATION, 
Washington, D.C., May 4, 1972. 
Reply to Attn. of : BF-120. 
Subject: Supplemental Information: Nutrition Study Group Report. 
To: Daniel I. Zwick, Special Assistant for Policy Development, 
Assistant Secretary for Health and Scientific Affairs, HEW. 


The attached reports provide the information the committee mem- 
bers were able to develop from available information sources. 

In addition, I have attached a memo covering a recent action by the 
USDA establishing a Committee on Food and Nutrition. A small com- 
mittee has been working with the OST on a nutrition policy. The 
USDA representative has been pushing very hard to expand this 
agency committee approach, and then use the agency committees as 
points of liaison between departments. 

Oapen C. JouHnson, Ph.D. 
Director, 
Division of Nutrition, Bureau of Foods. 
Attachments. 
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1. InventorY or HEW Programs Arrecringc NUTRITION 


There is no current inventory of major HEW programs affecting 
nutrition. The last inventory was prepared in 1968 by a DHEW Intra- 
Department Nutrition Council (January 8, 1969 report, pp. 622-635). 
The most recent summary was prepared for the Department’s state- 
ment to the Senate Select Committee on Nutrition and Related Human 
Needs, May 7, 1969. 

It would be most timely to develop a current inventory af major 
HEW programs affecting nutrition. The impetus of any such activity 
should come from the OS since the information must be collected in 
a uniform manner, and will require cooperation of nutrition and fiscal 
personne! since a considerable proportion of HEW dollars being spent 
for nutrition is hidden in generalized programs and not readily identi- 
fied as nutrition dollars. 

It is estimated that a comprehensive study would require several 
months at a minimum and several persons full time during that period. 
This type of review should be done as it would be a first step if any 
type of coordinated effort were to be undertaken. It would require 
several months at a minimum, and the identification of several staff 
persons. The HSMHA has undertaken. the development of a work 
plan related to HSMHA-supported nutrition activities, and one 
phase of this would be such an inventory for that Agency. The work 
has not started, but the Center for Disease Control (CDC) was given 
lead agency responsibility and is expected to carry out the work plan 
which included both the inventory and assistance in the development 
of guidelines for nutrition services. 

While similar activities are not underway in other HEW units, it 
should be possible for many units to develop inventories based on the 
most recent budget reviews and submissions. It is suggested that if 
competent summer staff consultants could be identified, that this might 
be an undertaking worth considering for July and August, 1972. 


CURRENT HEW NUTRITION ACTIVITIES AND POSSIBLE ADDITIONS 


NIH (NHI, NICHHD, NIAMD)—Research, Manpower and 
Training. 

HSMHA—Child Health Programs, Nutrition Program, CDC Sur- 
veillance—N.C.H.S. Indian Health, and Community Health Service. 

FDA—Research, Regulation—Foods. 

SRS—Community Services—A ging. 

OS jes, Consumer Services, Office of Child Development. 

OE—Office of Nutrition and Health Services, Home Economics/ 
Health Education, Consumer Education, Follow Through, Migrant 
Education. 

SSA—(Future—?), Family Assistance (Welfare Reform, Food 
Stamps. 
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HEW ReE.aATIONSHIPS WITH OTHER PROGRAMS 


There appears to be only limited relationships between HEW and 
the nutrition activities of other Departments. The coordinating activi- 
ties listed below cover current, and past attempts to provide coordina- 
tion. It would appear that one major limitation in relation to the de- 
velopment of strong cooperation 1s the lack of a clearly delineated 
DHEW policy on nutrition. 

a. There existed an agreement between USDHEW and USDA 
to cooperate all phases of nutrition programs, signed in February 
1969 between Secretary Finch and Secretary Hardin. (Copy at- 
tached). Actual implementation of the agreement was apparently not 
undertaken. 

b. The Interagency Committee on Nutrition Education, an officially 
established group meeting once a month to discuss programs related to 
education, provides an exchange of information, but does not attempt 
to coordinate programs. The Secretariat for the Committee is located 
in the USDA. There are at least ten DHEW units with representatives 
on the Committee. A copy of the Committee program is attached 
(Attachment A.) 

c. The Interagency Committee on Communications in Nutrition 
Research, an ad hoc group which has representatives from USDA, 
DHEW and the Department of Defense. DHEW groups represented 
include FDA; Maternal and Child Health, NCHS; Nutrition Pro- 
gram, CDC, and Indian Health Service, all in HSMHA; and the In- 
stitute of Child Health and Human Development, and Arthritis and 
Metabolic Diseases in NTH. 

d. Cooperative programs have been undertaken for special activities 
and joint statements issued. An example is the joint statement on 
“Supplementary Food Programs for Low-income Groups Vulnerable 
to Malnutrition” which was prepared by the Children’s Bureau, SRS 
and CMS, USDA. These ad hoc activities are possible when both 
organizations are sufficiently aware of each others’ programs to recog- 
nize the value of cooperation. With only limited contact there is no 
means to establish such cooperation. 

e. The Office of Education has a direct relationship with the USDA 
program on school lunch and child feeding. The major responsibility 
remains in USDA. 

There are several actions which could be taken to improve the HE W 
relationships with other Departments in relation to nutrition activi- 
ties. The first relates to the establishment of a policy in regard to nutri- 
tion in the Department. This could not be carried out without an 
evaluation of current programs. The development of a comprehensive 
inventory which provided a clear picture of HEW programs would 
be a valuable step as it could serve to stimulate Agencies in other De- 
partments to review their programs. Program comparisons would offer 
one means of establishing a point for discussion. Then there should be 
established a focal point (or points) which could be directed to serve 
to coordinate activities with related groups in other Agencies. 

There still remains the need to have some coordinating force within 
HEW to provide a general coordination of activities, evaluate the 
effectiveness of coordinating actions between groups, and provide a 
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means for calling the Secretary’s attention to nutrition problems, pro- 
grams’ successes and failures, and recommending actions which result 
from cooperative efforts. The committee approach of USDA is one way 
to accomplish this action, and a similar idea was expressed in the com- 
mittee’s initial report. 

Without better internal coordination and the establishment of a 
Departmental nutrition policy, attempts to develop better external 
relationships will have only limited success. 


Re: FEDERAL GOVERNMENT 


I, PURPOSE 


Both the U.S. Department of Health, Education, and Welfare, and 
the U.S. Department of Agriculture having certain responsibilities 
for Federal] nutrition programs, it is hereby agreed that the respective 
Departments will cooperate with each other in carrying out these 
responsibilities. 

This Memorandum of Agreement sets forth the basic arrangement 
for said cooperation. 

It is understood that said cooperation shall include all phases of the 
nutrition program, including but not limited to: policies, goals, re- 
search, and training and action programs. 


II. LIAISON 


The Secretary of the U.S. Department of Health, Education, and 
Welfare and the Secretary of the U.S. Department of Agriculture 
will each designate a key official in the Office of the Secretary of their 
respective Departments who will serve as the Department Liaison 
Officer pursuant to this Agreement. Each Department Liaison Officer 
will be concerned with: identification of broad policies affecting inter- 
departmental cooperation; resolution of differences between the De- 
partments, through conferences and other procedures which bring the 
appropriate program officials together; periodic review of the status 
of the general agreement and specific agreements; and maintaining a 
Department repository for all specific agreements made pursuant to 
this general agreement. 


III. SPECIFIC AGREEMENTS 


Specific agreements may be negotiated between principal program 
officials in the U.S. Department of Health, Education, and Welfare 
and in the U.S. Department of Agriculture pursuant to this general 
agreement. Such specific agreements should clearly delineate kinds 
and amounts of services to be rendered by each Department; the types 
and quantities of personal services, supphes, and equipment and 
facilities required to perform the agreement; the estimated costs of 
performing the agreement, including any limitations thereon; the 
arrangements for reimbursement; and the arrangements for periodic 
status reports, and a final report on the accomplishment of specific 
agreements. 

Specific agreements shall be reviewed by each Department Liaison 
Officer prior to execution. Copies of specific agreements shall be given 
to the respective Liaison Officers. 
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IV. ANNUAL REVIEW 


The Department of Health, Education, and Welfare and the U.S. 
Department of Agriculture Liaison Officers shall make an annual 
review during the fourth quarter of each fiscal year to determine the 
specific agreements to be continued into the following fiscal year and 
to anticipate any new specific agreements. They will also review the 
general operations under this Memorandum of Agreement and recom- 
mend to the respective Secretaries any changes in the Agreement. 


Ropsert H. Frncw, 
Secretary of Health, Education, and Welfare. 
Cuirrorp M. Harprn, 
Secretary of Agriculture. 





Bastc INFORMATION ON THE INTERAGENCY COMMITTEE 
on NUTRITIONAL EDUCATION 


INTRODUCTION 


The Interagency Committee on Nutrition Education, formerly 
known as the Interagency Committee on Nutrition Education and 
School Lunch, resulted from the merging of two committees, Janu- 
ary 1950. These were the Interagency Committee on School Lunch, 
with its secretariat provided by the Office of Education, Federal Se- 
curity Agency, and the Nutrition Planning Committee, with its secre- 
tariat provided by the Agricultural Research Service. Both of these 
committees were organized during the first years of World War II. 
By the middle of 1949, they had overlapped membership and were 
discussing related programs, and it seemed expedient to merge and 
integrate the work of the two. In June 1962, the name was shortened 
to Interagency Committee on Nutrition Education, inasmuch as the 
group’s chief function in relation to the school lunch program is that 
of helping maximize the opportunity the program affords for nutri- 
tion education. 

PURPOSE 


To better understand the goals of member agencies and their nutri- 
tion-related programs; to stimulate efforts to improve the well-being 
of people through nutrition education and.other activities. 


FUNCTIONS 


1. Provides the opportunity for member agencies to gain a better 
understanding of purposes and programs of member agencies through 
exchange of information and materials, and discussion of common 
problems. 

2. Shares information on current developments, pertinent research 
and nutrition education through Nutrition Program News and other 
media. 

3. Provides a forum for discussion of issues and problems related 
to nutrition education. 

4. Explores and suggests areas of needed studies, research, and ac- 
tion related to nutrition education for consideration by member 
agencies. 


60—843—75 
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5. Sponsors conferences, workshops, and institutes, and otherwise 
furthers nutrition education. 
6. Maintains communication with State and local nutrition com- 
mittees. 
MEMBERSHIP 


The Interagency Committee on Nutrition Education consists of 
representatives from Government and Quasi-Government agencies 
that have responsibilities related to nutrition education. 

Currently the Committee is made up of one or more members and 
alternates from each of the following: 


Department of Agriculture 
Agricultural Research Service 
Consumer and Food Economics Research Division 
Human Nutrition Research Division 
Cooperative State Research Service 
Extension Service 
Division of Home Economics 
Farmers Home Administration 
Operating Loan Division 
Food and Nutrition Service 
Nutrition and Technical Services Staff 
Foreign Economic Development Service 
For eign Training Division 


Department of Commerce 
National Oceanic and Atmospheric Administration 
National Marine Fisheries Service 


Department of Health, Education, and Welfare 
Office of Child Development 
Bureau of Head Start and Child Development 
Office of Education 
Division of Vocational and Technical Education 
Office Nutrition and Health Services 
Public Health Service 
Food and Drug Administration 
Health Services and Mental Health Administration 
National Institutes of Health 
Social and Rehabilitation Service 
Assistance Payments Administration 


Office of Economic Opportunity 
Emergency Food and Medical Services Program 


American National Red Cross 
Office of Food and Nutrition 


DrcreMBER 17, 1968. 


SuPPLEMENTARY Foop ProaRAM FOR Low-INCcomr Groups 
VULNERABLE TO MALNUTRITION 


(A joint statement developed by the Children’s Bureau, Social and 
Rehabilitation Service, U.S. Department of Health, Education, and 
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Welfare and the Consumer and Marketing Service, U.S. Department 
of Agriculture.) * 

This joint statement concerns a Supplementary Food Program for 
Low-Income Groups Vulnerable to Malnutrition in which the Depart- 
ment of Health, Education, and Welfare and Office of Economic Op- 
portunity are cooperating with the U.S. Department of Agriculture. 
Federal, regional, State and local health, education, and welfare pro- 
grams are urged to cooperate in (1) the identification and authoriza- 
tion of needy persons who require additional food for a health rea- 
son, (2) the distribution of supplementary foods to such persons, and 
(3) concurrent food and nutrition education programs for them and 
their families. 

The primary objective of the program is to make available selected 
nutritious foods to individuals in vulnerable groups in low-income 
families who do not have an adequate food supply and who have been 
identified as needing food for health reasons. Vulnerable groups as 
defined for this supplemental food program include infants, preschool 
children (13 months through 5 years), pregnant women, post-partum 
and nursing mothers, all of whom may be susceptible to nutritional 
deprivation because of increased nutritional requirements for growth 
of pregnancy and lactation, or disease states, particularly those re- 
lated to nutrition. 

The specific legal basis or authority for the new program to operate | 
when USDA’s Food Stamp Program is operating is found in P.L. 
90-463 which is the new appropriation act for the U.S. Department of 
Agriculture. In other areas the foods will be drawn from those ac- 
quired under USDA’s price support and surplus removal legislation. 
For this program USDA funds are available only for food. Addi- 
tional money needed for storage and distribution costs, educational 
aspects and clerical needs will have to be obtained from other sources— 
e.g., county or city government, local Office of Economic Opportunity 
or Community Action Programs. The Office of Economie Opportunity 
is actively supporting the program where its Comprehensive Health 
Care Program exists and is encouraging Community Action Program’s 
to support it in other areas. 

The criteria for participation in the program will include both a 
health and a financial component. Any individual in a vulnerable 
group whose need has been identified and who has by a means test that: 
considers age, income, (location and income of parents, if a minor) 
and employability, been found to be eligible for existing health or wel- 
fare programs will be eligible for this new program. Examples of such 
eligible programs include the Office of Economic Oppor tunity’s Com- 
prehensive Health Services; the Children’s Bureau’s Maternity and 
Infant Care Projects Chi ildren and Youth Projects and Family Plan- 
ning Projects; the Indians receiving free medical and health care 
from the Division of Indian Health; the Food Stamp and Commodity 
Distribution program participants; those receiving federally aided 
public or medical assistance; and those who qualify for receipt of 
health services provided by State, county or local public health serv- 
ices at no fee or substantially free. 


 * ee 

*This memorandum supersedes the 1964 joint statement on “Improving the Nutrition 
of Needy Mothers and Children” prepared by CMS, U.S. Department of Agriculture and 
the Chidren’s Bureau, U.S. Department of Health, Education, and Welfare. 
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Eligible individuals will receive food upon the receipt of an appro- 
priate authorization which may be issued by a physician, public health 
nurse, social worker, nutritionist, or other staff member whom the 
physician may designate. 

The authorization rates and a description of the foods which are to 
be made available are described in two informational sheets prepared 
by the USDA and included in the accompanying kit of materials, 
namely: “Maximum Distribution Rates in Supplemental Food Pro- 
gram for Low-Income Groups Vulnerable to Malnutrition” and a 
“Descriptive Listing of Supplemental Foods for Low-Income Groups 
Vulnerable to Malnutrition.” . 

State distributing agencies are authorized to negotiate an approv- 
able plan of operation with State, county or local public health and 
welfare authorizations. (See “USDA Policies and Procedures.”) 


HOW TO INITIATE A PROGRAM 


Tn order to initiate a project (1) the State or local health agency 
should contact the State Director of the Commodity Distribution Pro- 
eram, and also inform the Children’s Bureau Nutrition Consultant 
for their region or (2) the State or local food distributing agency 
should contact the State or local Director of Public Health or the 
Director of a Maternity and Infant Care, Children and Youth Project, 
or Family Planning Project. 


OUTREACH EFFORTS 


- It is important that all organizations concerned with improving the 
nutritional status of low-income families cooperate in an “outreach 
effort” to see that the program is accessible and understood by all 
needy families in the area. Orientation about this new program should 
be provided for the personnel of all the commuity agencies including 
agriculture, health, education, welfare agencies, and community action 
programs. 

: NUTRITION EDUCATION 


»'To further strengthen this effort it is important for cooperating 
agencies and groups to plan and carry out a concurrent food and nutri- 
tion education program. To assist in this endeavor the Consumer and 
Marketing Service of USDA and Children’s Bureau have developed 
specific educational materials for this program. These are listed on the 
order form included in the accompanying kit of materials. 

In addition, State and local public health agencies have many good 
educational materials in maternal and child feeding which might be 
utilized. 

Attached is a kit of informational and educational materials to help 
you in initiating and developing this program: 

i4LA copy of the USDA Policies and Procedures for the Program 

(CFP (C-D) (Instruction 708) Authorization Rates and De- 

-seriptive Listing of Foods for Supplemental Food Program: 
—Exhibit A—Maximum Monthly Distribution Rates in Supple- 

mental Food Program for Low-Income Groups Vulnerable to 
cola nutrition = | 

—Exhibit B—Descriptive Listing of Supplemental Foods for Low- 

income Groups Vulnerable to Malnutrition 
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—An authorization form 

——A lst of the State Food Distribution Directors 

—A list of Directors of Nutrition in State and Territorial Public 
Health Agencies 

—KEducational materials from U.S. Department of Agriculture and 
Children’s Bureau (See attached list). 

Attachments, | 


8. Data Reportine Systems ror NuTRITION AND Foop 


The information collected by the National Center for Health Sta- 
tistics, and accumulated during the course of the Ten State Nutrition 
Survey, is exceedingly valuable in providing information on the nutri- 
tional status of selected segments of a broad cross section of the U.S. 
population. 

The HANKS study is a specific time study, using a data collection 
system and sample design developed for only the one purpose. It is 
costly, but can be valuable as a major (and perhaps sole) means of 
establishing baseline data. However, neither the Ten State Nutritional 
Survey nor the National Center for Health Statistics Survey consti- 
tute an operational surveillance system. 

What is required is an operational system which makes use of many 
other sources of health information that can, if properly evaluated, 
and combined with data from the specific nutrition studies provide the 
needed continuing guidance for program planning and change. If prop- 
erly established, most of the basic information is collected as part of 
other health systems. 

Such a surveillance system should be engineered so that it is an 
acceptable stimulus to remedial action once the mechanism shows that 
remedies should be applied. What is needed is a system which covers 
the population, particularly the subpopulation groups at particular 
risks, tests for the adequacy or inadequacy of nutritional status in 
relationship to the most critical components of human nutrition, iden- 
tifies and characterizes the populations suffering from nutritional in- 
adequacies which have genuine and significant implications for the 
health of the individuals making up that population, and identified 
changes which result from the institution of remedial action. | 


4, Steers NeepepD To Estraprniso AND Monrror Unirorm NUTRITIONAL 
STANDARDS FOR HE W Programs 


A basic factor in developing and monitoring nutritional standards 
for HEW Programs is the establishment of a HEW nutrition policy. 
Without such guidance, uniformity is not possible. 

The following actions would provide HEW with a mechanism for 
establishing and monitoring nutritional standards in_ pertinent 
programs: 

(a) A “central nutrition mechanism” should be established in Office 
of Secretary to: 

1. review and identify all present DHEW programs with a 
nutrition component and classify them as to the adequacy of ex- 
isting nutritional standards and guidelines. 


124 


2. work with legislative unit/OS in reviewing all proposed 
legislation and ensuing regulations in order to assure that pro- 
vision for nutritional standards are included as appropriate. 

3. maintain an up-to-date file on all existing nutrition stand- 
ards and guidelines of DHEW programs and of all comparable 
accrediting bodies such as American Hospital Association, Amer- 
ican Dietetic Association, ete. 

4, review and approve all nutritional standards and guidelines 
developed for DHEW programs in order to attain some degree of 
consistency. 

5. provide technical assistance to DHEW programs re develop- 
ment of appropriate nutritional standards and guidelines. 

(b) Individual program units within DHEW should have major 
responsibility for the actual development, implementation and mon1- 
toring of nutritional standards since nutrition services are delivered 
as an integral component of a broader program—e.g. health care, child 
development, educational services, etc. To develop nutritional stand- 
ards in isolation from total standards could lead to the “nutritional 
tail wagging the dog.” Although developed by individual program 
units, the review by “central nutrition mechanism/OS” would assure 
consistency of nutrition standards for all DHEW programs. 


5, NuTRITIONAL SERVICES OF MrpicarE AND MeEpIcAIp 


Several summaries of the nutrition services under Medicaid have 
been completed. A rather comprehensive one done a short time ago is 
attached (Attachment 1). This points out that nutritional services are 
basically included as part of other major services, but that nutritional 
Service as a Separate service is not funded. 

In regard to N.H.I.S.A. and F.H.I.P. it appears that a similar pat- 
tern will be continued. Dietary services will probably continue to be 
included in calculating reasonable cost and the state’s negotiated rates 
for in-patient care as under Medicare and Medicaid. 

However, the nutrition component of preventive and health main- 
tenance services (including out-patient care) is very much in doubt. 
Neither HMO’s or the present health insurance proposals give ade- 
quate consideration to nutrition service as a component of the basic 
health care plan. Unless the regulations developed for N.H.I.S.A. or 
F.H.1.P. clearly define nutritionists and nutrition services as a benefit 
under maternity care, well baby care, out-patient services, medical and 
other health services, etc., nutritional services as an integral part of 
comprehensive health care in the nation could become non-existent. 

It would appear reasonable to include nutritional services in health 
plans directed toward prevention of disease (keeping people well) as 
well as providing health care. As nutrition is one key factor in good 
health, the provision of nutrition services in preventive health should 
be part of the health maintenance program. Such services would 
include: 

1. Individual and group counseling. 

2. Consultation to group care facilities. 

3. Development of nutrition teaching methods. 

4. Training and continuing education for nutrition personnel 
at support level and for professional nutrition personnel. 

5. Assessment of nutritional status and food patterns. 
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NUTRITION SERVICES PROVIDED UNDER TITLE XIX 


Four types of nutritional services may be financed under Medicaid: 
(1) professional planning and supervision of menus and meal 
service for patients for whom special diets or dietary restrictions 
are medically prescribed, 
(2) professional nutritional counseling, 
(3) preparation of meals for persons who are unable to do so 
themselves, and 
(4) nutritional aspects of screening, diagnosis and treatment. 
Nutritional services under Title XTX are included as part of other 
major services provided; direct Medicaid reimbursement is not avail- 
able for nutritional services provided as a separate service. Nutritional 
services are included as part of (1) inpatient hospital care, (2) out- 
patient hospital care, (3) skilled nursing home care, (4) home health 
are services, (5) early and periodic screening, diagnosis and treat- 
ment, (6) personal care services in a recipient’s home, and (7) ICF 
care. The first five services are required services which States must 
include in their State Medicaid plans, with home health care services 
required to be provided to any individual in need of skilled nursing 
home care. Forty-five States and jurisdictions include home health 
aide programs in their provision of home health care services, seven 
States provide personal care services in a recipient’s home, and 34 
States provide ICF care. 


I. INPATIENT HOSPITAL CARE 


Provision for diets and food preparation are integral services of in- 
patient hospital care. Reimbursement for nutrition services 1s included 
in the calculations made for inpatient hospital reasonable costs. 


Il, SNH CARE 


Preparation of menus and food and supervision of feeding is also an 
integral part of SNH care. 

Title XIX regulations on provision of dietary services are quite 
specific. SNH’s are required to have professional planning and super- 
vision of menus and meal service for patients for whom special diets 
or dietary restrictions are medically prescribed. Menus for such per- 
sons must be planned and supervised by professional personnel meet- 
ing the following qualifications: 

(a) A dietician who meets the American Dietetic Association’s 
standards for qualification as dietician, or 

(b) A graduate holding at least a bachelor’s degree from a 
university program with major study in food and nutrition; or 

(c) A trained food service supervisor, or associate degree die- 
tary technician, or a professional registered nurse, with frequent 
and regularly aa eee consultation from a dietician or nutri- 
tionist meeting the qualifications stated in subdivisions (a) and 
(b) of this subparagraph. 

Special and restricted diet menus are to be kept on file for at least 
30 days, notations are to be made of any substitutions or variations in 
the meal actually served, and the patients to whom the diets are ac- 
tually served are identified in the dietary records. 
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Procedures are required which assure that the serving of meals to. 
such patients is supervised and their acceptance by the patient is ob- 
served and recorded in the patient’s medical record. 

Finally, the regulations define a SNH as an institution where food 
is prepared and served under competent direction, at regular and ap- 
propriate times, and where professional consultation is available to 
assure good nutritional standards and that the dietary needs of the 
patients are inet (45 CFR 249.10) (45 CFR 249.33) 


TI. OUTPATIENT HOSPITAL CARE 


Nutrition services are provided as outpatient hospital services if a 
dietician is a member of the outpatient clinic staff. In general, nutri- 
tional counseling would be provided by large teaching hospitals which 
tend to have dieticians on their staff to a oreater extent than general 
hospitals. 

IV. HOME HEALTH CARE 


Under the regulations for home health care services, provision is 
made for intermittent or part-time nursing furnished by (a) a home 
health agency or (b) by a professional registered nurse or a licensed 
practical nurse under the direction of the patient’ s physician when no 
home health agency is available. Dietetic counseling can be one of the 
services offered to the patient along with other medical services pro- 
vided in the home; for example, dietetic counseling may be given to a 
diabetic by a visiting nurse along with assistance in insulin manage- 
ment. 

Home health care regulations also include provision for home health 
aides who perform personal care services as outlined by a physician’s 
plan of treatment under the supervision of a professional registered 
nurse. Personal care services of the home health aide can include as- 
sistance in the preparation of food along with help with personal 
hygiene and administration of medications. However, nutritional 
services can not be reimbursed separately, 1e., preparation of meals 
alone would not be a reimbursable service under Title XIX. 


V. EARLY AND PERIODIC SCREENING, DIAGNOSIS AND TREATMENT 


The ESDT regulations provide that nutritional aspects of sereen- 
ing, diagnosis and treatment for all Medicaid- eligible children under 
21 might be included in a State’s ESDT program and that the State 
Title XIX agency could pay for such services. 


VI. OPTIONAL SERVICES 
Personal Care 


Under Title XTX States may opt to provide personal care services 
in a recipient’s home rendered by a qualified individual where the 
services are prescribed by a physician in accordance with a plan of 
treatment and are supervised by a registered nurse (45 CFR 249.10). 
Seven States include this service under their Medicaid programs. 

Personal care services, like those performed by home health aides 
representing a home health agency, may include assistance with food 
preparation along with assistance in bathing, walking, etc., but food - 
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preparation cannot be the only service needed by the patient. Personal 
care services include assistance with personal hygiene, maintenance of 
a clean environment, preparation and serving of food, and adminis- 
tration of medications. The manual of instruction for the providers 
of personal care in Oklahoma includes a section on preparation and 
serving of food with basic nutritional information pr esented 1 in a non- 
technical manner. 

' The primary difference between personal care services and the serv- 
ices which may be provided by a home health aide is that the latter 
services are provided through a home health services agency and the 
providers of home health aide services are likely to have had more 
training. A second difference is that personal care services may include 
arrangements where live-in providers care for their patients, while 
home health aide services are generally of short duration. 


ICF Care 

ICF care includes preparation of meals for persons who are resi- 
dents of the ICF; these persons are generally unable to prepare their 
own meals because of their physical or mental condition. 

There are at present no Federal ICF requirements for meal plan- 
ning, preparation or serving. Federal regulations recommend that 
special diet menus be planned by a professionally qualified dietician 
or be reviewed and approved by the attending physician (45 CFR 
234.130). 

New Federal regulations are in process of clearance which will sub- 
stantially upgrade dietary services provided in ICF’s. The upgrading 
of dietary and other ICF requirements is the result of the transfer of 
the TOE program from APA to MSA effective January 1, 1972. 


Unirep Strares DeparrMENT oF AGRICULTURE, 
OFFICE OF THE SECRETARY, 


Washington, D.C., March 20, 1972. 
Srecretary’s Mrmoranpum No. 1773 
COMMITTEE ON FOOD AND NUTRITION RESEARCH 


This memorandum establishes the Committee on Food and Nutri- 
tion Research in order to facilitate the discharge of the Department’s 
responsibilities with respect to food and human nutrition. 

Functions. The functions of the Committee include the following: 

1. To act as a focal point on matters related to food and nutri- 
tion research that are of concern to more than one agency of the 
Department. 

2..'To assure close working relationships and coordination of 
activities among Departmental groups concerned with food and 
nutrition research and those involved in the nutritional aspects 
of other programs such as school lunch; food distribution; food 
stamps; and food production, processing, and marketing. 

3. To appraise the nutritional implications of current Depart- 
mental and related programs, identify research needs, and recom- 
mend appropriate food and nutrition research programs. 

4, To maintain liaison with other groups or agencies concerned 
with research or related programs in human nutrition, including 
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the J’ood and Nutrition Board of the National Research Council. 
Scone. Specific areas of food and nutrition research to be considered 
vy this Committee include the following: 

1, Nutrient requirements and interrelationships in man. 

2. Biological availability and safe levels of intake in man. 

3. Composition and nutritive value of foods. 

4. Food consumption and nutrient intakes. 

5. Food production as related to nutritive value and naturally 
occurring toxicants. 

6. Storage, processing, distribution, and preparation of foods 
as related to nutrition value and naturally occurring toxicants. 

7. Food economics and n.arketing. . 

8. Fortification, modification, and development of new foods. 

9. Nutrition education. 

10. Effectiveness of public and private food delivery systems as: 
related to food consumption, nutrient intakes and efficiency. 

Membership. The Chairman of the Committee will be from Science 
and Education, and the Vice Chairman will be from the Agricultural 
Research Service. Other members of the Committee and alternates 
shall be designated by the Administrator of each member agency, to: 
participate fully in Committee activities, as follows: 

Agricultural Research Service—Three members 
Consumer and Marketing Service—One member 
Cooperative State Research Service—One member 
Economic Research Service—One member 
Extension Service—One member 

Food and Nutrition Service—Three members 

Agency representatives shall provide or arrange for information and 
staff assistance for the Committee as may be needed to deal effectively 
with activities or reports involving programs and responsibilities of 
their agencies. 

Representatives of other agencies and selected individuals may be 
invited to attend Committee meetings as deemed appropriate by the 
Chairman. 

The Committee will meet once a month or at the discretion of the 
Chairman. 

All recommendations, reports, or other actions of the Committee 
will be submitted to the Secretary through the Director of Science 
and Education. 

Earu L. Butz, 


Secretary of Agriculture. 


APPENDIX E 


[From the Milling & Baking News, Sept. 23, 1975] 


NEW CONTROL OF FARM POLICY DESCRIBED 





Don Paariberg asserts control of farm policy has been lost 
by old establishment; “new agenda” headed by holding down 
prices 


Cryrmer, N.Y., Sept. 22.—“The agricultural establishment has, in 
large measure, lost control of the farm policy agenda,” Don Paarl- 
berg, director of agricultural economics, U.S. Department of Agri- 
culture, acknowledged in an address at the National Public Policy 
Conference in Clymer Sept. 11. Mr. Paarlberg defined the agr icultural 
establishment as the farm organizations, agricultural committees of 
the Congress, the Department of Agriculture and the land grant 
colleges. 

Mr Paarlberg described the “old agenda” of agricultural policy as 
concerned primarily with commodities and specifically with influenc- 
Ing supplies and prices in the farmer’ s interest. But, he described a 

“new agenda” that had been adopted “over the protests of the agri- 
cultural establishment.” On the new agenda he listed food prices and 
how to hold them down, various food programs, ecological questions, 
rural development, land use questions, civil rights “and collective 
bargaining. 

Text of Mr. Paarlberg’s address follows, in part: 

The biggest issue of agricultural policy is this: Who is going to 
control the farm policy agenda and what subjects will be on it? 

As always, whether in the faculty senate at the university or in the 
halls of Congress, the most important role of leadership is to be able 
to control the agenda, to lift up certain issues for resolution, and to 
keep other issues from coming up. 

There is an old farm policy agenda and a new one. The old agenda is 
the one that has long been before us. Here are some of the issues: 

How to improve agricultural efficiency? This one is 100 years old. 

How to control production and support prices of farm products? 
This one is 40 years old. 

The old agenda is concerned primarily with commodities and speci- 
fically with influencing supplies and prices in the farmer’s interest. It 
has long been the agenda of what might be called the agricultural es- 
tablishment: The farm organizations, the agricultural committees of 
the Congress, the Department of Agriculture, and the land grant col- 
leges. While these groups do not see all issues alike, they have long 
been agreed on one thing—that they should be the farm policy deci- 
sion makers. 

(129) 
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SpeLts Our New AGENDA 


The new agenda differs radically from the old one, as this listing 
will clearly show: 

e Food prices and specifically how to hold them down, an issue 

placed on the agenda by the consumers. 

@ The various food programs which now take up two-thirds of 
U.S.D.A. budget, so that we are more a Ministry of Food than a 
Department of Agriculture. This issue was placed on the agenda 
by what has become known as the hunger lobby. 

® Ecological questions, placed on the agenda by the environment- 
alists. 

® Rural development, primarily a program of the 80% of the rural 
people who are nonfarmers. 

® Land use questions, raised by those who oppose the long-held idea 
that farmers have first claim on the use of land. 

® Civil rights, advocated by those who challenge the white male 
tradition that has long characterized agriculture. 

@ Collective bargaining for hired farm labor, ETSY on the agenda 
by organized labor. 

Most of these issues have been placed on the agenda over the protests 
of the agricultural establishment. The agricultural establishment has, 
in large measure, lost control of the farm policy agenda. During the 
past six years I have spent more time on the new agenda than on the 
old one. 

The agricultural establishment has had the ball for 100 years, but 
sometime during the last 10 years there was a turnover. Not rapid, or 
clean-cut or dramatic as in a football game. In fact, it has been so grad- 
ual that we have not fully realized it. But the initiative has changed 
hands, none-the-less. 

We could spend a lot of time on post-mortems, trying to figure out 
why the farm policy agenda has been changed. Some will say the 
change comes from the loss of political power, traceable to the decline 
in the number of farmers. Others contend that it reflects a change in 
fundamental mood of the country. Still others believe that pro-farmer 
programs are only temporarily superseded, that large supplies and 
low farm prices will reappear, and that the old agenda will be back 
with us in a year or two. 

How should we who are of the agricultural establishment deal with 
the new agenda? 

To make clear the set. of value judgments with which I address this 
question, I indicate here this overall objective: 

A free and prosperous agriculture and a food industry that is open 
and competitive, with assistance for the least fortunate and least able. 

With a different objective, no doubt a different analysis would 
emerge. 

Crrrs Four Posstpte STRATEGIES 


I see four different possible strategies, as follows: hallucination, 
confrontation, capitulation, cooperation. 


HALLUCINATION 


We might deceive ourselves into thinking that nothing has changed. 
Or if things have changed, they will soon return to the status quo ante. 


a a 


131 


This strategy requires less thinking than any of the others I shal? 
discuss, and so has its attractions. It is akin to the attitude of the loyal 
subjects i in the fable, who professed to be unaware that the emperor 
was without clothes. 

I mentioned earlier that the establishment had lost the farm policy 
ball. There is one thing worse than losing the ball—that is to lose the 
ball and think you've still got it. 


CONFRONTATION 


One way to deal with the new agenda is to chaHNenge, head on, those 
who put it forward. We would continue to be the advocates of our 
long-time constituents, to defend the old ground, to repeat the honored - 
rhetoric, and to take direct issue with those who have wrested the 
farm policy agenda out of our hands. We would recognize that the 
ball had gone over to the other team, and would consciously play 
defense. 

There is nothing wrong with playing defense. With a good defense 
you perhaps can protect a lead, and you may be able to recover a 
fumble. 

We would thus oppose the claims of the ecologists, challenge the 
burgeoning food stamp program, take issue with the consumer advo- 
cates, resist the civil rights movement, and declare the rural non-farm 
people to be the constituents of some other agency. ‘This alternative 
would be true to our honored past. 

But, weak as we are, it would probably result in very few victories. 
One should not choose confrontation as a strategy unless he has 
reasonable chance of winning. 


CONFRONTATION DEEPENS THE IssuE 


There is this trouble with confrontation strategy—that it deepens 
the issue and makes it more difficult for either party to retreat with 
honor. 

The chances of succeeding with confrontation strategy may not be 
very great. Our old constituents are fewer in number, despite their un- 
doubted worthiness. And even for them, needs have changed so that 
the old agenda is less meritorious than it once was. 


CAPITULATION 


Another way to deal with the new agenda is to accept it, to surrender 
our traditional views. “If you can’t lick them, join them.” If there are — 
more people in favor of coyotes than of lambs, side with the coyotes. 
If the majority of people favor low food prices, go for a cheap food 
policy. Accept the recent past as a wave of the future. 


Not a Goop ALTERNATIVE 


There are some farm policy people (not many) who are ready to 
capitulate. As you can discern, I do not think this isa good alternative. 


COOPERATION 


We establishment people are like a Congressman who has been re- 
districted. Earlier he had a good safe district with constituents whose 
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problems he knew and toward whom he felt sympathetic. Now he has 
new constituents, whom he did not seek. Their problems are new to 
him, ‘and the things they want are different from desires of his old 
constituents. 

So some kind of cooperation is called for. 

One type of “cooperation” was evident in the passage of the so- 
called emergency farm bill early this spring. The architects of the old 
agenda got together with the architects of the new one and worked 
out a deal. “You support our farm bill and we’ll support your food 
stamps.” 

So a coalition was formed. From the standpoint of the agricultural 
establishment, the deal didn’t work out so well. The new boys got their 
food stamps but the old boys didn’t get their farm bill. One should 
beware of joining himself with an overpowerful ally; he may not have 
much influence on the joint undertakings. 

Cooperation involves something more than trying to pool the cur- 
rent desires of people with conflicting interests. 


REACHING Out For Consensus 


There is another, more constructive form of cooperation. It consists 
of listening to the other party and reaching out for some degree of 
consensus. It involves restraining the appetite to some degree. 

This past July there was an agricultural] research conference at 
Kansas City, the purpose of which was to plan research for the next 
decade or two. Present were not only members of the agricultural 
establishment but also consumers, ecologists, nutritionists, people from 
the labor unions and civil rights advocates. The meeting was a bit 
unusual. It was constructive. 

The Rural Development Program has reached out to solicit, wel- 
come and acknowledge the contributions of many groups in addition 
to those of the agricultural establishment. This has worked fairly well. 
The program is now probably in better shape than it ever has been. 
Listening to the rural non-farm people has been helpful. 

Progress is being made in the civil rights area through cooperation 
with groups quite outside the agricultural establishment. Agricultural 
services are increasingly broadened, providing assistance to those who 
have been inadequately served. Progress has occurred. In general, con- 
frontation has been avoided. 

It takes two to cooperate, as it does to tango. We should not assume 
that if we establishment people reach out with cooperative intent, the 
architects of the new agenda will automatically reach out in response. 
They may or they may not. But up to now I think it is fair to say that 
when we have reached out with sincere intent, there has been a 
response. 

Cooperation is difficult—and risky. Cooperative intent may be inter- 
preted as a sign of weakness, an invitation to be overwhelmed. We can- 
not expect to dictate the conditions or the terms of the joint effort. 

There are two different ideas of government, just as there are two 
different types of cooperation. 

One idea is to group the people on the basis of some criterion, to get 
into one camp all those who have one particular attribute, say a liking 
for low prices. Put into another camp all those who have the opposite 
view. Then hammer out the solution. Obviously, this means clean-cut 
issues and a head-on slugging match at the highest levels. 
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Another idea is to work out some of these things at lower levels, so 
that the differences are not so great when final resolution takes place. 
Instead of having all the advocates of high prices in one group and all 
those who favor low prices in another, mix them together a bit, so that 
they have to work things out among themselves. Cooperation is made 
necessary, people are impelled to listen as well as to speak, and 
decision-making takes place at the lower as well as the upper levels. 
This seems to me a far better system. 

The cooperative attitude is beginning to permeate all members of 
the old agricultural establishment. 
~ The agricultural committees of the Congress are no longer the 
single- minded advocates of the old agenda which they once were. The 
cooperative intent is visible in their work on rural development, en- 
vironmental programs and other current issues. 

The Department of Agriculture has changed its official stance on a 
number of issues. The big commodity programs are a case in point. 

The land grant colleges, in their teaching, their research, and their 
extension, have modified their offerings in the light of changing times. 

The farm organizations are also listening. For example, they are 
now willing to hear proposals which would extend collective bargain- 
ing rights to hired farm labor. 


STRATEGIES ARE MuruaLuty EXxcuusive 


I have been speaking of these various strategies as if they were 
mutually exclusive. This need not be so. It is possible to take an 
overall attitude of cooperation and still adopt elements of the other 
strategies in particular cases. 

Some issues may best be handled by pretending they don’t exist. For 
example, benign neglect may be the best way of dealing with perennial 
attacks on the middleman, a subject which is on both the old and new 
agenda. There is no known solution to this “problem,” which objec- 
tively measured, is of minor importance. Maybe it can be finessed. 
The public view is that any issue on the agenda is a legitimate one, 
and that a solution can be found if men of ‘ood will would put their 
minds to it. One or both of these things may be untrue, in which case 
it may be best to pretend the issue does not exist. 

Though the basic attitude be cooperation, it is perhaps best some- 
times to capitulate. An example: the Department of Agriculture had 
long defended huge commodity payments to a few large farming 
operations. These payments turned out to be indefensible. So the De- 
partment capitulated. 

Sometimes confrontation is an appropriate policy, even though the 
cooperative intent is, overall, the dominant. one. President. Ford con- 
fronted a farmer-labor-consumer coalition in vetoing the Emergency 
Farm Bill this spring. In my opinion, this was a constructive act of 


public policy. 
UNPREDICTABILITY “IMPORTANT INGREDIENT” 


An element of unpredictability is an important ee an of strate- 
gy in the area of public policy. But it should not be the sole element. 
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To be either totaity predictable or totally unpredictable would be a 
major strategic error. 

I began this presentation with the question, “Who is going to con- 
trol the farm policy agenda and what subjects will be on 1t?” 

My answer to this question is that only if the agricultural estab- 
lishment takes a generally cooperative attitude can they expect to 
have much of a role in shaping the farm policy agenda and influencing 
the particular issues that appear thereon. 


Musr Appress THE “NEw AGENDA” 


This says something to those of us concerned with research in the 
policy area. We, as well as the political strategists, will have to take 
a cooperative role (which many are already doing). There is little 
good to be accomplished by researching a subject that we are unable to 
put on the agenda. It is my belief that the marginal contribution to 
an understanding of the policy issues is greater if we address ourselves 
to the items on the new agenda than if we continue to focus on the 
old one. 

In extension as well as in teaching, the new constituency will have 
to be served. 
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APPENDIX G 


[From Nutrition Today, March/April 1975] 


HOSPITAL MALNUTRITION 





No one is certain if hospital induced malnutrition has 
always been with us and is just now being recognized by 
newly nutrition conscious physicians or whether it is an un- 
expected byproduct of the sophisticated food service sys- 
tems now popular in institutions. Regardless of etiology, 
hospital malnutrition is a prevalent health problem with 
serious professional and legal implications. The following 
instructional essay tells how to recognize undernourished, 
malnourished, or starving patients. It is the result of the 
combined effort of two teams of professionals. It was nearly 
a year mn preparation. Its reliable guidelines should be useful 
in every hospital. | 

To make this vital information useful to all, this article 
is also available as a Nutrition Today Teaching Aid. 


(By Charles E. Butterworth, M.D. and George L. Blackburn, M.D., Ph.D.*) 


Three recent developments make it important that physicians, dieti- 
tions, nurses, administrators, and in fact all persons involved in patient 
care, become aware of the nutritional status of the hospital patient. 

First, there is the recognition that an alarming number of people in 
hospitals are malnourished and that this condition is preventable in 
many cases. 

Second, more and more health professionals are beginning to ap- 
preciate the fact that good nutrition plays a major role in wound 
healing and in heightening resistance to infection. 

Lastly, new techniques and products have been developed which 
greatly enhance the ability to provide nutritional support to the 
patient. 

One might wish to extend this list of developments that call for 
greater awareness of the nutritional health of hospitalized patients. 
Among such points would be that because of the level of current food 
prices it is likely that more poor people and indigent elderly are apt 
to be undernourished when they enter the hospital. On the other hand, 
moreover, with the current high costs of hospitalization, there is every 
incentive for shortening the period of confinement by preventing com- 
plications and hastening convalescence, as proper attention to the pa- 
tients’ nutritional health will surely do. 


*Dr. Butterworth is Professor of Medicine and Director of the Nutrition Program at 
the University of Alabama in Birmingham. He also served as Chairman of the Council 
on Foods and Nutrition of the American, Medical Association. Dr. Blackburn is Assistant 
Professor of Surgery at Harvard Medical School in Cambridge, Mass. and Director of the 
Nutrition Support Service at the Boston City Hospital and the New Hngland Deaconess 
Hospital in Boston. The authors desire to point out that this work was a group endeavor 
and is the result of the application of the extraordinary talents of the staff of the Nutrition 
Program in Birmingham and the Nutrition Support Service in Boston. Special recognition 
is due Carlos L. Krumdieck in Birmingham for his eontribution of photo material. In 
Boston, credit is shared by Bruce L. Bistrian, Graham Page, Daniel Sigman and Joseph 
Vitale. 


(141) 


142 


Our purpose here is to outline some simple and practical methods 
for the assessment of nutritional status. Most of these can be applied 
without complicated laboratory equipment and they should be avail- 
able in hospitals of all sizes, clinics, and even in doctor’s offices. Many 
of the procedures involve nothing more than the application of basic 
clinical skills, careful inspection of the patient with nutrition in mind, 
and the use of analytical interviews of the nature described. 

No attempt will be made to outline programs of nutritional support 
or therapy. The major intent here is to suggest methods and guide- 
lines that will make it easier to identify those patients who are in 
need of nutritional intervention. 

Not the least of our purposes in presenting these euidelines i is the 
hope that some of the following suggestions will result in improved 
systems for dealing with nutrition services in hospitals according to 
local See As Dr. Meiling aptly pointed out (Vutrition To- 
day, May/June 1974), “This (hospital malnutrition) is not only the 
doctor’s and dietitian’s problem, it is also the administrator’s prob- 
lem.” He also noted that the root cause of hospital induced malnu- 
trition lies in the hospital system and until that’s changed, patients 
are going to suffer. 

Rare CuRIOSITIES 


It is our belief that malnutrition has for too long been identified 
with the “classical” vitamin deficiency syndromes by physicians and 
other health professionals. Although these far-advanced syndromes are 
occasionally encountered and should not be missed, overt vitamin de- 
ficiencies are best regarded as rare medical curiosities. By contrast, 
protein-calorie malnutrition, which henceforward will be referred to 
by the abbreviation “PCM”, which develops in the hospital, has been 
found to affect from one-fourth to one-half of medical and surgical 
patients whose illness has required hospitalization for two weeks or 
more. Therefore, high priority should be given to the identification 
and prevention of PCM. 

Patients with malnutrition, particularly protein-calorie malnutri- 
tion, do not tolerate concurrent illness well. They tend to have delayed 
Ww aimiatl healing and greater susceptibility to infection and other com- 
plications so that the period of hospitalization may be considerably 
prolonged. It is perhaps paradoxical that for twenty- -five years or more 
a certain preoccupation with fluid and electrolytes, vitamins, hor- 
mones, and blood gases has appeared to divert the average clinician’s 
attention from two of the most fundamental requirements of every 
patient: adequate protein and sufficient calories. Why has this oc- 
curred? The reason probably is that there is no single anthropometric 
or biochemical measurement to define the exact extent of PCM. 

Nevertheless, as with any other complex pathological process, the 
patient in whom PCM is suspected, should be evaluated using a num- 
ber of accurate methods and techniques that have proved both valu- 
able and practical in our experience for the assessment of a patient’s 
nutritional status (and risk). Considerable emphasis will be placed 
on PCM becauseof the prevalence of the problem. However, it is be- 
heved that the procedures to be described are sufficiently comprehen- 
sive to permit identification of most of the common nutritional dis- 
orders that are likely to be encountered in a hospital population. 
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It should be a simple matter, except in emeryency situations, to 
obtain rather quickly an estimate of a patient’s nutritional health 
when he is admitted to the hospital. Such an estimate should be an 
essential part of the admitting process. It can be carried out by the 
clerical staff, nurses, laboratory personnel or others, In this regard in 
addition to inquiring as to the patient’s usual height and weight, it is 
essential that the patient should be weighed and his height measured. 
Asking the patient for this information is not sufficient because, for a 
variety of reasons, the reply will very likely be inaccurate and two 
valuable benchmarks of nutritional health will be lost. The actual 
measurements should be recorded alongside the desirable weight ac- 
cording to some suitable standard such as Metropolitan Life Insurance 
tables. The physician should bear responsibility for reviewing this 
information along with admission laboratory work. 


Everyvoner’s Duty 


It should be the duty of every person involved in the patient’s care, 
to ensure that crucial data are recorded and available for interpreta- 
tion. Patients at high risk of malnutrition or having particular nutri- 
tional problems should be identified within twenty-four hours by a 
notation made in the patient’s permanent hospital record. We believe 
that this information should be communicated simultaneously and di- 
rectly to a Nutrition Support Service or to other appropriate authori- 
ties having responsibility for this aspect of patient care. But since it is 
an unusual hospital indeed that has yet organized a Nutrition Support 
Service, our suggestion is that in the absence of such a service, the 
matter be referred to the staff member most interested in nutrition and 
to the dietitians. 

The attending physician must bear the ultimate responsibility for 
determining the patient’s nutritional requirements and providing a 
means to supply them under the circumstances dictated by the clinical 
situation. His function is catalytic since without his initiative the 
ancillary resources of the hospital cannot be activated on behalf of the 
patient. Only on his signal can the special skills of nurses, dietitians, 
pharmacists and consultants be brought to bear on the problem at 
hand. If these services are inadequate, the physician resolutely should 
send the patient to another hospital capable of providing whatever 
nutritional support services are necessary to sustain the patient during 
his illness. It is the responsibility of the physician to review promptly 
all nutrition-related information provided to him by various staff 
members combined with his own observations and preliminary labora- 
tory results. This should form an important part of the patient’s “data 
base.” In the case of problem-oriented records, specific nutrition prob- 
lems should be itemized on-the problem list. 


Turret ALLIES 


For the assessment of a patient’s nutritional status, the physician 
has three traditional allies: the history, the physical examination, and 
the laboratory findings. 

Table 1 represents a check list of the more important points to be 
covered in the patient’s history. As will be seen, the answers to these 
simple questions can be recorded by paramedical personnel, or family 
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members, or possibly even by the patient himself. While this list is not 
exhaustive, it will serve as a screen from which one can spot warning 
signals. In our experience, even one “Yes” answer should alert the 
physician and his staff to the presence of a person with a potential 
nutritional problem. Several affirmative answers immediately suggest 
the need for special studies, special consultations, and possibly prep- 
aration for special support measures. 

Part 2 of this table outlines contributions that can be made by mem- 
bers of the dietetic staff. Very often the skilled questioning of an 
experienced dietitian can uncover unexpected facts about the patient 
and his food consumption patterns, either under home conditions or 
under the conditions of the current health problem. Careful inquiry 
may be necessary to determine if patients truly understand prior die- 
tarv instructions and the dietitian should be adept at eliciting these. 

Part 3 of the table indicates the contribution that the nursing staff 
can be called upon to make. In this connection, the need to have reg- 
ular and accurate recordings of the body weight cannot be over- 
emphasized. Weight is perhaps the most important single piece of 
information that can be provided as to the patient’s nutritional status. 
The nursing staff is also in a unique position to maintain a constant 
surveillance of the patient’s activities, behavior, and food consump- 
tion. Nurses are very careful to take note and record thé medicines a 
patient takes: in some patients, the record of nutrient intake 1 1s every 
bit as important as the notation of drugs he has been given. If our 
modern hospitals are to be rid of the spectre of hospital induced mal- 
nutrition, then at least some method has to be found to note and record 
how well a patient eats. Whenever a patient is suspected of becoming 
malnourished, a glance at his finished meal tray is of great importance. 
The impression is an indispensible part of his hospital record. 

The nursing staff’s observations of a patient during the entire 24- 
hour day may provide invaluable information regarding nutrient 
intake, adherence to dietary instructions. or dietary indiscretions. 
For example, it can be quite helpful to learn about the midnight 
snack consumed by the patient on a low calorie diet; the forbidden 
potato chins and salted peanuts eaten by the patient on a sodium- 
restricted diet; or the candy bar consumed by the diabetic. Similarly 
the recognition of surrentitious vomiting has occasionally helped ex- 
plain an otherwise puzzling case of suspected malabsorption. 

Table 2 outlines some of the more prominent physical findings that 
the physician should look for when he is making a nutritional evalua- 
tion. This is where the skilled and experienced eye of the astute 
clinician is invaluable. Certainly it should be his task to search for 
physical evidence in suspected problem areas and to correlate physi- 
eal findings with the history. A conscientious and thorough physical 
examination for nutritional adequacy or madequacy should be a rou- 
tine part of every patient’s workup and should require no special in- 
dications or justification. The history and physical examination should 
enable the physician not only to identify existing problems and treat 
them, but also to anticipate problems and prevent them. 


Usreru.t INpDICATORS 


Measurement of the tricep skinfold techniques has proven to be a 
helpful indicator of nutritional status. The proper technique is to 
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grasp a fold of skin on the posterior aspect of the arm midway between 
shoulder and elbow, gently pulling it away from the underlying 
muscle. The caliper is apphed and the average of several readings is 
recorded on the chart. Either Lange or Harpenden calipers are suit- 
able for this purpose, since they are designed to exert uniform pressure 
over a wide range of thicknesses. 

The measurements of height and weight are, by far, the most use- 
ful indicators of nutritional status. In many cases they are the only 
indices available outside the hospital. Although rapid weight loss in 
a hospitalized patient is an extremely important index of change in 
protein nutritional status, since it usually reflects use of protein as a 
metabolic fuel (adipose tissue is Jost more slowly owing to its high 
caloric content), a patient who is grossly obese may be above the 
desirable weight/height standards, yet suffer extreme protein-calorie 
malnutrition. Similarly, edema is a common feature in protein-calorie 
malnutrition and may give falsely high weight readings. Numerous 
other pathological states may also cause edema and interfere with 
nutritional assessment. However, edema usually indicates an under- 
lying metabolic malfunction that must be taken into consideration 
in the overall nutritional assessment. 

The choice of scales is most important. Spring balance scales are 
not sufficiently accurate for this type of work and should not be used. 
The best type of balance scale is the beam or lever balance type, pro- 
vided it is checked periodically. We usually weigh patients in indoor 
clothing. Patients who are unable to stand can be weighed on bed- 
scales. It is important to weigh patients daily at approximately the 
same time and under conditions that are as standardized as possible. 

Cooperative children and adults are measured against the vertical 
measuring rod with a headpiece. Shoes are permitted allowing 1-inch 
heels for men and 2-inch heels for women. The lower border of the 
orbit should be in the same horizontal plane as the external auditory 
meatus and the arms should be by the sides. The bar of the headpiece 
should make contact with the scalp. Uncooperative children and bed- 
ridden patients may be measured recumbent using a wooden length 
board and perpendicular headpiece, or even a tape measure. 

For calculation of ideal weight, we use the Metropolitan Life Insur- 
ance Company tables of desirable weight according to height and 
frame derived from the Build and Blood pressure study in 1959 (see 
Table 4). Appropriate allowances must be made if the patient is not 
wearing ordinary clothes or shoes. 

So far, we have attempted to describe simple clinical procedures 
that should be widely available. There are a number of routine labora- 
tory procedures available in most hospitals which can also yield re- 
markably accurate information about nutritional status. The key is 
merely the adoption of a slightly different perspective and a slightly 
modified approach to the interpretation of laboratory results. For ex- 
ample, abnormally low levels of prothrombin activity, serum calcium 
and serum carotene, may each have a separate explanation. Collec- 
tively, however, they may well be the result of abnormal fat absorp- 
tion affecting the functional status of the patient with regard to the 
fat-soluble vitamins A, D, and K. 

We wish to emphasize that there is nothing magical about nutri- 
tional assessment and there is no single specific test that will provide 
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all the answers. Nevertheless simple laboratory procedures available 
routinely in most hospitals, can yield highly useful information if the 
physician interprets them in their over-all relationship to the patient’s 
nutritional status. 

In addition to the simple tests already mentioned and presented in 
Table 1, there are a number of specialized procedures to aid in the 
precise characterization of status with regard to specific nutrients. 
Some are listed in Table 10. It should be borne in mind that many of 
these have been designed for screening studies in Jarge populations 
and may have limited applicability to individual patients under un- 
usual circumstances in the hospital. Recent therapy with: minerals, 
drugs or vitamins may influence the outcome of laboratory studies. 
Certain antibiotics may inhibit growth of bacteria in bacterial assay 
systems for vitamins; contraceptive steroid agents may spuriously ele- 
vate vitamin A levels, reduce certain metal binding proteins, and lead 
to lowered circulating levels of folate, vitamin B,,, and other vitamins 
in some cases. Clinical scurvy may exist in the presence of serum ascor- 
bate levels that are only in the “marginal” range. As with virtually 
all laboratory tests, it is essential to know the vagaries of the proce- 
dure, and the clinical implications of the result in relation to a com- 
prehensive analysis of the patient’s current situation. 


BODILY DEFENSE BREAKDOWN PARAMETERS 


The body defenses are divided into 8 main categories. 

(1) Mechanical—The body is protected from microbial invasion 
not only by intact epithelial surfaces, but also by mucous barriers, 
digestive enzymes and excretory antibodies present on such surfaces. 
These cells like all others, require an adequate supply of nutrients for 
their growth, turnover, and function. 

(2) Oellular—Cellular defense mechanisms are mediated by a) 
lymphocytes and plasma cells, but their exact function and modes of 
action are not well understood and b) polymorphonuclear leukocytes 
which have the ability to ingest and destroy bacteria or foreign bodies. 

(3) Huwmoral—Humoral defense mechanisms are mediated by gam- 
maglobulins or other plasma proteins which aid in the destruction 
of micro-organisms. Some antibodies appear in secretions, for ex- 
ample, in tears, colostrum, and intestinal mucus. 

There is ample recent evidence that. in protein calorie malnutrition, 
all three defense mechanisms are impaired. Hence, in addition to other 
serious disorders, the body is open to infection at a time when it is 
least able to cope with it. Changes in humoral and cellular defenses 
in protein calorie malnutrition are the subject of considerable re- 
search at the moment. 


| METHODS OF EVALUATING BODILY DEFENSES 


A. Quantitatively 

(1) Total white cell count in a normal person is usually in the 
range of 5—10,000 per cubic mm. 

(2) Differential Counts—(a) Lymphocytes usually account for 
30% of the normal differential white count and they should be pres- 
ent in absolute numbers of at least 1,500/cubic mm. Lower levels indi- 
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cate impaired cellular defense mechanisms which occur in protein 
calorie malnutrition. 

(6) Polymorphonuclear leukocytes usually account for 65% of the 
total white cell count. With pyogenic infection, a polymorphonuclear 
leukocytosis occurs and there is an increase in the proportion of non- 
segmented (“stab”) forms. A failure to respond to pyogenic infec- 
tion with a polymorphonuclear leukocytosis means a poor prognosis, 
especially in a protein calorie malnutrition. 

(3) Lotal Protein, Protein Llectrophoresis—Total protein 6-8 gm/ 
~100 ml 

Albumin 50-65% Total=3.0-4.5 a9m/100 ml 

Globulin (contains antibodies) 35-51% 

Total 3.04.5 gm/100 ml 

Transferrin (Siderophilin)—A beta-globulin which has been the 
subject of considerable interest as a parameter to judge protein calorie 
malnutrition. 

The serum concentration of transferrin can be quantitated in the 
laboratory, but the procedure is not yet widely available. Depressed 
transferrin levels should be suspected whenever the total iron binding 
capacity (TIBC) is less than 250 pe%. 

Recent work suggests that the plasma proteins synthesized with the 
highest priority during recovery from PCM are the immunoglobulins. 

Next in priority are certain coagulation proteins, (prothrombin 
and proconvertin), pre-albumin, retinol-binding protein, and beta- 
lipoprotein apopeptide. Albumin, transferrin, and hemoglobin appear 
somewhat later. Further research is necessary to establish serum trans- 
ferrin as a useful parameter in the assessment of nutritional status, 
but early results are encouraging. 

B. Qualitatively 

(1) Lymphocyte quality evaluation can be carried out 77 vitro using 
a variety of techniques to determine their competency, such as their 
ability to undergo “blast-transformation” in response to phyto- 
hemagelutinin. 

(2) Polymorphonuclear leukocytes can be qualitatively evaluated 
bv incubating with bacteria to estimate phagocyte activity and killing 
ability after a certain time using special microscopic techniques. 
In these experiments, phosphate-depleted white blood cells are unable 
to migrate toward bacteria, an essential early step in resisting bacterial 
invasion. 

The above tests are at the moment mainly research techniques and 
are not used in day to day assessments of nutritional status. 

(3) Delayed Hypersensitivity testing using Purified Protem De- 
rivative—(Tuberculin) Candida Albicans extract and. Dinitro—Chlo- 
robenzene contact Sensitization tests 

Skin tests are carried out by conventional means utilizing Tuber- 
eulin (purified protein derivation), Candida albicans extract (Hol- 
lister-Stier) and dinitrochlorobenzene contact sensitization (“DNCB”, 
Catalona technique). In general, a failure to respond with a positive 
reaction to anv of these should be regarded as a possible manifestation 
of impaired cell-mediated immunity due to PCM. Precise confirma- 
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tion depends on the existence of either prior reactivity, or the restora- 
tion of reactivity upon nutritional repletion. 


CATEGORIES OF MALNOURISHED PATIENTS 


Essentially three types of protein-calorie malnutrition commonly 
occur : 

1. Adult kwashiorkor-like state. A common syndrome is the well- 
nourished (or over-nourished) individual in whom the combination 
of severe catabolic stress and sub-standard intake of nutrients com- 
bine to depress selectively the level of visceral protein and immu- 
nologic competence. As in children, this kwashiorkor-like state evolves 
from a protein-deficient diet in which the calories delivered are pri- 
marily, or exclusively, in the form of carbohydrate. Due to the rapidity 
of onset, these patients tend to maintain their anthropometric meas- 
urements (weight/height, triceps skinfold, and arm circumference) 
despite severe depression of serum pr oteins, such as transferrin and 
albumin. Edema is a common feature because of hypoalbuminemia 
and altered electrolyte metabolism. Associated with this visceral pro- 
tein depletion is a depression of cellular immune function as measured 
by delayed hypersensitivity skin testing, smphecyte counts, and hu- 
moral and leukocyte competence. 

2. Adult marasmus or chronic inanition. The marasmus-type picture 
of chronic illness is characterized in adults by decreased anthropo- 
metric measurements in the presence of normal serum albumin. It 
represents a more prolonged and gradual wasting of muscle mass and 
subcutaneous fat due to inadequate intake of protein and calories. Un- 
like the kwashiorkor-like state which is dependent upon biochemical 
assessment for identification, this group of patients may be readily 
assessed by most anthropometric measurements, or even by visual in- 
spection. 

3. Marasmic “kwashiorkor-like”. This may be regarded as a far- 
advanced stage of chronic inanition combining some of the clinical 
features of the other two types. It is an extremely serious, life-threaten- 
ing situation because of the high risk of complications, infectious and 
otherwise. The typical patient is one who has mobilized reserves of 
fat and lean-body mass for a prolonged period in an unsuccessful effort 
to recover from chronic illness or injury. Ultimately, these reserves are 
exhausted, or additional catabolic stress occurs. Rapid depression of 
visceral protein synthesis then supervenes. Clinically, this may be 
signalled by the onset of hypoalbuminemia, the appearance of edema, 
decline of immunologic competence and evidence of deterioration in 
the function of multiple organ systems. The necessity for vigorous 
nutritional therapy is much more urgent and the care is much more 
complex in this situation than in either of the other states. 

It is of the utmost importance to appreciate these three malnutrition 
categories in making nutritional assessment in order to develop the 
required nutritional ‘support plan. Briefly an adult with kwashiorkor 
has adequate reserves of fat and skeletal muscle that can contribute 
to his needs, if he is given appropriate amounts of fluid, electrolytes, 
vitamins, minerals and enough protein to offset obligatory nitrogen 
losses associated with the illness or injury. Alternative intravenous 
and post-operative diets have recently been developed which minimize 
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these losses and conserve visceral protein, by providing an exogenous 
supply of calories and amino acids. 

The adult marasmic patient can benefit from vigorous oral feeding 
programs, if adequate time is available and if depletion is not far- 
advanced. Generally speaking, however, patients who are more than 
20 or 30% below desirable weight, cannot recover on an ordinary meal 
pattern and must have aggressive support (such as around-the-clock 
tube feedings, gastrostromy, or substantial intravenous supplementa- 
tion.) 

The third category of marasmic, “kwashiorkor-like” patients re- 
quiries vigorous hyperalimentation, either oral or parenteral or both. 
Nutritional support must be given promptly, if significant morbidity 
and mortality are to be avoided. 

This has been an attempt to present, in a form suitable for general 
use, some simple and widely-available procedures for the assessment 
of nutritional status of hospitalized patients. We are aware that mal- 
nutrition is often a complex medical and socio-economic problem, and 
that our approach may err on the side of over-simplification. Neverthe- 
less it is our hope that more widespread use of even these simple clinical 
and laboratory methods of assessment will bring about greater appre- 
ciation for the importance of good nutrition in the maintenance of 
health and recovery from illness or injury. Furthermore, it is our con- 
viction that simple adherence to basic diagnostic and therapeutic prin- 
ciples of nutrition will lead to great improvements in the overall 
quality of health care in our hospitals. More than that !—At times the 
results will seem nothing short of astonishing. 


TABLE 1.—CHECK LIST FOR ASSESSMENT OF NUTRITIONAL STATUS 
Part 1 


(To be completed by trained staff member, physician’s assistant, or other) 


Yes No 
Usual body weight 20% above or Deo desirable? Wr eer due 2 Af ee ees San eee bs 


Any evidence that income and meals are not adequate LOM. NOCH ieee 4 bie yee 
More than half of meals eaten away from home ? [ PN LAD Se EE, Pe ez 


Frequent use of fd’ GiCES, Ole MVONOlLONOUS CLES ? 52 22 6r toy 8 oo fh ene be ee 
Any chronic disease of GI UrHCEA AMGOSCmube)) 2. 4-4. Fob) ec) De 98 hae E 
Has there been any surgical procedure on GI tract (other than 

appendectomy ) EMEC Ly ee ae oe ie ee Cee Serene Tee eereee eee eee 
PeeCeie Biot «SUreery. AMMCSS. OL MIMUPY fete ect eo oe ee eH m 
pecenl use of large doses GL: 


a, sean Semraearae Oe EER ce Re ONT co) SNL WEEE Eee BREN SOPOT Lo ee, 2 
CUTE clot 0 a dieto) 0 ee ge Oe CO OO a ee ee ee ioe 
ei ORO TART EU en ee Pr SP ee Ah ed a he oh ee ee eee BE 
BT Oe ie ei ai a i ee Ef we ee eS = 


SUC ESTO EOE Pg De ST PE iN TN pe ee RD Se AP eS ay Sree ee arc Se 
other ? RE eU Mire Me ee oa 8 a a ef a Re oe ee 
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Is patient known to have: 
OED C72) eto gp AE, pag ane, af, LE i Pe Dh eal oy RS Ay Sel “U2 Ry ene ea Ee 
By Derlens 1 ON Jc ec ee ee he ee ee re ee 
hyperlipidemia 20 Ly Git s Free Bi aE RES aU iieee bees APE eee 2 2S 


mala DSorprlOl? tee eee ee eee ee ee 
Chronica#lony :GiSea Ser 2 ae oes hy Ea ee ee ee Rae Se 


(Note: If all answers to the above items are “No’’, the patient may be regarded 
as a “low-risk” or “acceptable risk.’’ The risk increases in direct proportion to the 
number of “Yes” answers. Patients with more than 8 “Yes” answers should be 
considered at an increased risk of developing medical complications, unless spe- 
cial attention is given to providing their nutritional requirements. ) 


Parcel) 
(To be completed by dietitian) 


Description of recent food consumption patterns, eating habits, and meal com- 
position. 

Circumstances of food purchase, storage and preparation in the home. 

Estimate of daily average caloric consumption. 

Estimate of energy expenditure (e.g. low, average, or high level of physical 
activity ). 

Estimate of possible nutrient deficiences, based on suspected imbalances. 

Food tray viewed. 

Partetil 


(To be completed by nursing staff) 


Estimate of actual food consumption, including any provided by non-hospital 
Sources. 

Estimate of fluid intake. 

Estimate of stool frequency, urinary losses, losses by suction tube, drainage, ete. 

Behavior patterns, eccentricities, vomiting (including surreptitious vomiting). 

Careful recording of body weight at regular intervals. 


TABLE 2.—THE PHYSICAL EXAMINATION 


General appearance—obese? skinny ? 

Head—bossing, deformities, craniotabes (under 1 year old) 

Eyes—ophthalmoplegia, cataracts, xerosis, Bitot’s spots, retinal hemorrhage, 
papilledema, night blindness 

Mouth—glossitis, gingivitis, caries, periodontal disease, cheilosis, ageusia, 
dysgeusia 

Nose—anosmia, dysosmia, nasolabial seborrhea 

Skin—pallor, abnormal pigmentation (carotenemia, hemochromatosis), follicu- 
lar hyperkeratosis, bruises, peri-follicular petechiae, pellagrous dermatitis, 
flaky-paint dermatitis, fistulas, status of wound healing, subcutaneous fat 
and skin-fold thickness, edema 

Hair—easy-pluckability, sparseness, depigmentation 

Nails—friability, bands and lines 

Neck—goiter 

Heart—enlargement, high-output failure, resting tachycardia 

Lungs—none? Use of accessory muscles to breathe? 

Abdomen—enlarged (fatty) liver, distended loops of bowel, ascites, varices 

Genito-urinary—secondary sexual characteristics, hypogonadism, delayed onset 
of puberty 

Skeletal—epiphyseal thickening, bowing, rachitic rosary, osteoporosis, frog leg 
position, tenderness 

Muscle—atrophy, wasting, hemorrhage, pain 

Joints—effusions, arthralgia 

Neurol—foot drop, confabulation, improper position and vibratory sense, hyper- 
refiexia, hyporeflexia, irritability, convulsions 
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TABLE 3.—EXAMPLES OF SOME “HIGH-RISK” PATIENTS 


1. Patients who are grossly overweight, or grossly underweight (the former 
because of a tendency on the part of some physicians to overlook protein require- 
ments; the latter because of limited protein reserves in organs and lean body 
mass) 

2. Any patient with prior maldigestion, malabsorption, or inadequate nutrient 
intake, e.g. 

a. pancreatic insufficiency 

b. celiac disease, Crohn’s disease; surgical removal of portions of stomach or 
small bowel; small bowel by-pass, congenital malformations of GI tract 

e. chronic alcoholism, anorexia nervosa; any form of dietary faddism or 


abuse 
d. patients maintained for more than 10 days on simple solutions of glucose 
and saline / 


3. Patients with increased metabolic requirements, e.g. fever, infection, trauma, 
hyperthyroidism, pregnancy, burns, infancy 

4, Patients with external losses, e.g. draining fistulas, wounds, abscesses, effu- 
sions, exudative enteropathies, chronic blood loss; chronic renal dialysis 

5. Any patient who is likely to be unable to consume adequate amounts of food 
for 10 days (especially if reserves are limited), e.g. head and neck trauma; in- 
jury or surgery involving GI tract. 


TABLE 4.—DESIRABLE WEIGHTS FOR MEN AND WOMEN 


[According to height and frame, ages 25 and over] 


Weight in pounds (in indoor clothing) 


Small Medium 
Height (in shoes) frame frame Large frame 
Men: 
Bale MiT ee ee es oe Ne Se on eM ee Seal 112-120 118-129 126-141 
15) TLS LE xe sp a RZ NR), a n= 115-123 121-133 129-144 
atte sal eee ee se ERR ecu ON. a eR ge F2 118-126 124-136 132-148 
SFL NF eee LE ON aed re tee ci a 2 121-129 127-139 135-152 
Sy Tile (GIRS Ae a ik eam, Ae ne een 124-133 130-143 138-156 
ER TUW TMi Te en ee ae ee ely 2 ee ket ee fala 128-137 134-147 “142-161 
Dette Gel ecm 1k ies 2 at aan Weare Dees oe SS MOE een IR or och 132-141 138-152 147-166 
SafteOhineeen oa Sh Sa ge > ere er eae a Oo SE ye 136-145 142-156 151-170 
Deitel OMe. beat yes urea ote ena fone ne wee: ass 140-150 146-160 155-174 
af Ce AN i eae ean en err in es 144-154 150-165 159-179 
CO flee ae ae eee ee EE SEE OR PR SEN PERE. ae ee eee eee 148-158 154-170 164-184 
(yA 0 US ee 8 rk a a SS ee ea el ee ee A mee 152-162 158-175 168-189 
Gihle2ell= ieee See ee Me Sao Re 156-167 162-180 173-194 
GRnte el (ieee eee eee ru pe eed LTS ie 160-171 167-185 178-199 
OS PN een sere ene ee nestles ars ee et ina ad inl wy Cp Se a rie ak or 164-175 178-190 182-204 
Women: 

AS EUR UONE eee ein oh a aes sie eee Ee 92-98 96-107 104-119 
AGhigW eee ee oe Cee eel ee ee 94-101 98-110 106-122 
BTR ccs SPS ese a eh ee Moe Ce Pee een as 96-104 101-113 109-125 
Oa Mle eeeerree se ee ao sae as aoe a ee A rt 99-107 104-116 112-128 
BA OPe IGS ee ee A ee eee en aN Peru ee ee 102-110 107-119 115-131 
Siu et Oo ERS ZARA. CAA Ab Glo vA 105-113 110-122 118-134 
BST TeAa eee ea ee kn Eee bw ee A SL 108-116 113-126 121-138 
Fa) IRE AS): AD ese 7a Ra SRD PUI NS a 111-119 116-130 125-142 
SiON se COM nes) SOMA NOT 114-123 120-135 129-146 
ETF Let ese apo see ope Pr ere el a er a ne a 118-127 124-139 133-150 
Dioner s 2 Seeosan Ay 2 5. Ae Oe SI Tae 122-131 128-143 137-154 
OEieOuibee 2 oie. SRS RO RT 126-135 132-147 141-158 
BE A = ok es eemaapeyaeee il pen tay nee ee eagml ata a aaa dn eee ait 130-140 136-151 145-163 
Bartell ieee =. SIS BIRR Sie Bink. SeoIey 134-144 140-155 149-168 
Bi ee A IE EE ee eS NE See Ree ee 138-148 144-159 153-174 





Note: 1 in heels for men and 2 in heels for women. 


Source: Prepared by the Metropolitan Life Insurance Co. (1960) derived primarily from data of the ‘‘Build and Blood 
Pressure Study 1959.’’ 


60—843—-75——_11 


Age (months) 


eee errs 
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TABLE 5a.—TRICEPS SKIN-FOLD, BIRTH TO 60 MONTHS, SEXES SEPARATE 


Triceps skin-fold (millimeter) 


90 percent 80 percent 70 percent 60 percent 
Standard standard standard standard standard 
Male Female Male Female Male Female Male Female Male Female 
6.0 6.5 5.4 5.9 4.8 5.2 4.2 4.6 3°65 3.9 
10.0 10.0 9.0 9.0 8.0 8.0 730 7.0 6.0 6.0 
10.3 10.2 9.3 9.2 a2 8.2 Tez Teel 6.2 6.1 
10.3 10.2 9.3 9.2 8.2 8.2 Th Y? ThA 6.2 6.1 
10. 0 10.1 9.0 9.1 8.0 8.1 7.0 Ifa 6.0 6.1 
9.3 OR7 8.4 ey 7/ eo 7.8 6.5 6.8 5.6 5.8 
9.3 10.2 8.4 9.2 TS 8.2 6.5 7.2 5.6 yl! 
9.1 9.4 Se 8.5 ihe 7.5 6.4 6.6 O50) Gye df 


1 Adapted from Hammond (1955a); Tanner & Whitehouse (1962). 


Age (years) 


TABLE 5b.—TRICEPS SKIN-FOLD, 5 TO 15 YEARS, SEXES SEPARATE ! 


Triceps skin-fold (millimeter) 


1 Adapted from Hammond (1955a). 


Age (years) 


90 percent 80 percent 70 percent 60 percent 
Standard standard standard standard standard 
Male Female Male Female Male Female Male Female Male Female 
9.1 9.4 8.2 8.5 7S! 7.5 6.4 6.6 55 57. 
8.2 9.6 7.4 8.6 6.6 7.7 SNsites 6.7 4.9 5.8 
7.9 9.4 Hei 8.5 6.3 15 Sao 6.6 4.7 ey/ 
7.6 10. 1 6.8 9.1 6.1 8.1 523 ia 4.5 6.1 
8.2 10. 3 7.4 9.2 6.6 8.2 5.8 If? 4.9 6.2 
8.2 10. 4 7) 9.3 6.6 8.3 5y7, as 4.9 6.2 
8.9 10. 6 8.1 “9.6 Tieitd 8.5 6.3 15 5.4 6. 4 
8.5 10.1 7.6 9.1 6.8 8.1 5.9 7.0 2,1! 6.0 
8.1 10.4 he 9.4 6.5 8.3 op tf Ls 4.9 6.2 
7.9 11.3 Sk 10.1 6.3 9.0 by 7.9 4.8 6.8 
6.3 11.4 yd 10. 2 5.0 Sol 4.4 8.0 3.8 6.8 
TABLE 5c.—TRICEPS SKIN-FOLD, ADULTS SEXES SEPARATE 
Triceps skin-fold (millimeter) 
90 percent 80 percent 70 percent 60 percent 
Standard standard standard standard standard 
5 ye OE ge 12.5 11.3 10.0 8.8 7.5 
BE Nn ee ol abe 16.5 14.9 1382 11.6 9.9 
TABLE 6a.—ARM CIRCUMFERENCE, 6 TO 17 YEARS, SEXES SEPARATE ! 
Arm circumference (centimeter) 
90 percent 80 percent 70 percent 60 percent 
Standard standard standard standard standard 

Male Female Male Female Male Female Male Female Male Female 
17.3 17.3 15.6 155 13.8 1378 t2e1 1 Weber 10.4 10. 4 
17.8 17.8 16.0 16.0 14.2 14.2 1225 1255 10.7 10.7 
18. 4 18.4 16.5 16.6 14.7 14.7 12.9 12.9 11.0 Le 
19.0 19.1 17.1 T7e2 1582 1573 13:3 13. 4 11.4 Te 
19.7 19.9 WT 17.9 15. 8 15.9 13.8 13.9 11.8 11.9 
20. 4 20. 7 18.4 18.6 16.3 16.5 14.3 14.5 12.2 12.4 
Plog 2155 19.1 19.3 16.9 ee. 14.8 15.0 12, 12.9 
pif, fe 22.4 20.0 20. 2 Wey) 17.9 Loa 157 13. 3 13.4 
2352 23.2 20.9 20.9 18.6 18.5 16.3 16.2 13.9 13S 
25.0 24, 4 Lees 22.0 20.0 19.5 5 iyo! 15.0 14.6 
26. 0 24.7 23.4 jah /2 20. 8 19.7 18.2 17.3 15.0 14.8 
26. 8 24.9 24.1 Deas 21.4 19.9 18.8 17.4 16.1 14.9 


1 Adapted from O’Brien Girshik & Hunt (1941). 
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TABLE 6b.—ARM CIRCUMFERENCE, ADULTS, SEXES SEPARATE - 


Arm circumference (centimeter) 


90 percent 80 percent 70 percent 60 percent 





Standard standard standard standard standard 
DYED SE LE eg ee 29.3 26. 3 23. 4 20.5 17.6 
STE OS ES a eee ee 28.5 PAT | 22.8 20.0 17.1 





- Adapted from O’Brien & Shelton (1941). Hertzberg et al (1963). 
TABLE 7a.—MID-ARM-MUSCLE CIRCUMFERENCE. 6 TO 60 MONTHS. SEXES SEPARATE 


Mid-arm-muscle circumference (centimeter) 





90 percent 80 percent 70 percent 60 percent 

Standard standard standard standard standard 
Age (months) Male Female Male Female Male Female Male Female Male Female 
ee 11.4 je 2 10.3 10.1 9.1 9.0 8.0 7.8 6.8 6.7 
| ae ae 12.7 12.4 11.4 Me? 10.2 9.9 8.9 8.7 7.6 7.4 
. 2 12.9 12.5 11.6 1k 3 10.3 10.1 9.0 8.8 Tah 7.6 
=e Se 13-1 12.8 11.8 15 10.5 10. 2 9.2 9.0 7.9 (ei 
>, aa ee 1353 12.9 12.0 11.6 10.3 10.3 9.3 9.0 8.0 on 
= 14.0 13u7 12.6 1253 ile 0 9.8 9.6 8.4 8.2 
a 14.1 13.9 i257 42.5 ise! 11.1 9.9 9.7 8.5 8.3 

TABLE 7b.—MUSCLE CIRCUMFERENCE. 6 TO 15 YEARS. SEXES SEPARATE 
Muscle circumference (centimeter) 

90 percent 80 percent 70 percent — 60 percent 

Standard standard standard standard standard 
Age (years) Male Female Male Female Male Female Male Female Male Female 
| AEA EES MESSRS 14.7 14.2 ia2 12.8 11.8 11.4 10. 3 9.9 8.8 8.5 
., 15:3 14.8 13.8 13.3 12.2 11.8 10.7 10.4 9.2 8.9 
|. 16.0 15.3 14.4 13.8 12.8 12.8 TZ 10.7 9.6 9.2 
es 16.5 15.9 14.9 14.3 132 12.9, 11.6 +11, 9.9 9.5 
a ae | 16.6 15.4 14.9 1337 1323 12.0 11.6 10.3 10.0 
Ae 17.6 17-3 15.8 15.6 14.1 14.1 12a 12.1 10.6 10. 4 
eeeret Fee et 18.5 18.3 16.6 16.5 14.8 14.6 12.9 12.8 111 + 11.0 
=a 19.6 Ign 17.6 L2 15.7 15.3 13.7 13,4°' 11.23 11.5 
eee a eet EE 20.8 19.6 18.7 17.6 16.6 15.7 14.6 as ee 7 11.8 
15 oye ea 23:0 20.3 «= 20:7 18.7 18.4 16.6 16.1 14.6 13.8 12.5 


Males ertare sees 
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TABLE 7c.—MUSCLE CIRCUMFERENCE. ADULTS. SEXES SEPARATE 


Muscle circumference (centimeter) 


90 percent 80 percent 70 percent 


Standard standard standard standard 
Se ae) eee (Aaa! 22.8 20. 2 Via 
be ee 2352. 20.9 18.6 16.2 


60 percent 
standard 


15.2 
13.9 





This reflects both caloric adequacy and muscle mass.. 
We have found the mid upper arm to be the most useful place and 
to give the optimal results. A soft tape measure calibrated in em is 
used. It is placed around the left arm of its mid point (in the same — 


place as previously described for triceps skinfold). It should be firmly 


wrapped around, but without compression of the underlying muscle. — 


CALCULATION OF Mip-Urrrer-ARM-MvUSCLE CIRCUMFERENCE 


This is derived from the mid upper arm circumference by means 


‘of a formula (from Jelliffe, 1966). (The diameter of the humerus is 


assumed to be constant. ) 
C,=mid upper arm circumference in cm 
S=triceps skinfold in cm 
d,=arm diameter 
d,.=muscle diameter 


r=radius 


Skinfold S=2Xsubcutaneous fat 


=d,—d, 


Circumference C,=2ar 


— rd, 


Muscle Circumference C,=27 cm 


=rd,. cm 
=n(d,—(d,—dz) ) cm 
=1d,—7(d,— de) cm 
=Ci-7 Ss cm 


i] 


d 
: 
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TABLE 8—REFERENCE TABLE FOR MEN OF IDEAL WEIGHT FOR THEIR HEIGHT OF URINARY CREATININE/CM 
BODY HEIGHT 
[Creatinine coefficient—23 mg/kg/body weight] 


Medium frame, ideal 


Height weight Milligrams creatinine/ 
ce Total milligrams centimeter body height/ 

Feet inches Centimeters Pounds Kilograms creatinine/24 hr 24 hr 
5 2 15725 124 56.0 1, 288 8.17 
5 3 160. 0 127 57.6 1,325 8.28 
5 4 162.6 130 59. 1 1, 359 8. 36 
5 5 165. 1 133 60.3 1, 386 8. 40 
5 6 167.6 137 62.0 1, 426 8.51 
5 7 170.2 141 63.8 1, 467 8. 62 
5 8 W257 145 65.8 1,513 8.76 
5 9 175.3 149 67.6 1500 8. 86 
5 10 177.8 153 69. 4 1, 596 8. 98 
5 11 180. 3 158 71.4 1, 642 9.11 
6 0 182.9 162 73.5 1, €91 9.24 
6 1 185. 4 167 75.6 1, 739 9. 38 
6 2 188. 0 171 77.6 1,785 9.49 
6 3 190.5 176 79.6 1, 831 9.61 
6 4 193.0 181 82.2 1, 891 9.80 


TABLE 9.—REFERENCE TABLE FOR WOMEN OF Deane THEIR HEIGHT OF URINARY CREATININE/CM 


[Creatinine coefficient—18 mg/kg/body weight] 


Medium frame, ideal 


Height weight Milligrams creatinine/ 
: se Total milligrams centimeter body height/ 

Feet Inches Centimeters Pounds Kilograms creatinine/24 hr 24 hr 
4 10 147.3 101.5 46.1 830 5. 63 
4 li 149.9 104.0 47.3 851 5. 68 
5 0 152.4 107.0 48.6 875 5.74 
5 1 154.9 110.0 50. 0 900 5.81 
5 2 15755 113.0 51.4 925 5. 87 
5 3 160.0 116.0 5257 949 5. 93 
3) 4 162.6 119.5 54.3 977 6. 01 
5 5 165.1 123.0 55.9 1, 006 6.09 
5 6 167.6 12725 58.0 1,044 6. 23 
5 7 170.2 OTS 59.8 1, 076 6. 32 
5 8 172.7 13555 61.6 1, 109 6. 42 
5 9 175.3 139.5 63. 4 1,141 Gu5k 
5 10 177.8 143.5 65. 2 1,174 6. 60 
5 11 180.3 147.5 67.0 1, 206 6. 69 
6 0 182.9 TSUN 68.9 1, 240 6.78 
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TABLE 10.—SPECIAL LABORATORY TESTS OF VALUE IN NUTRITIONAL ASSESSMENT 


ee ee, ee 


Criteria ‘ 
Age of subject of status | 
Nutrient and units (years) Deficient marginal Acceptable 
‘ 
Serum ascorbic acid ! (mg/100 ml)_______--_____- AllageS see ase Upstoor eae 0.1-0.19 0.2 plus. 
Plasma vitamin A ! (mcg]100 ml)____.-.---_-_--_---_- OM ieee eo Up. tog Osea 10-19 20 plus. 
Plasma carotene (mcg/100 ml) 1________.___________-- dO ease ee Upsto;20Reeee 20-39 40 plus. 
Pregnantcereee soccer ee eee ne 40-79 80 plus. 
serum folacin'2 (ng/m|) sae eee ee oe Allkagess #62 ee a4) Wi) ) 2a. oe 2.1-5.9 6.0 plus. 
Serum vitamin BY 2(pe/mi)sonesee esos sees eee doe Upiorl 00h ee ee eee 100 plus. 
Thiamine in urine (mcg/g creatinine) !__._._____- INO 3 se eee ee Upton202— 120-175 175 plus. 
ASO}: SOE’ es | Unites aes 85-120 120 plus. 
6310.92 at Pee ae oe Upto 0s 70-180 180 plus. ! 
LOstON 5 Seeeee e = Up 10.55... 2. 55-150 150 plus. 
LGip|US- eee ee Upton aaa 27-65 65 plus. 
Pregnantaeee. oss = Uipato;2 eee 21-49 50 plus. 
Riboflavin in urine (mcg/g creatinine) 1__________ [stoi 32 Sees ee Upiton 50s 150-199 500 plus. 
Att 5 5 pare ean Si Up to 100____- 100-299 300 plus. 
OFt0.9o Se ses ses Upnorsosee= 85-269 270 plus. 
NOR OUI. 2 esaseee Upito 70 esas 70-199 200 plus. 
LGiplussaeee sees Up ito) 27 aaa 27-79 80 plus. 
Pregnant ee Upiios0 see 30-89 90 plus. 
RBC Transketolase-TPP-effect (ratio) 2_..________ Alagess eee 25spIUS see 15-25 Up to 15. 
RBC glutathione reductase-FAD-effect (ratio) 2_________ dose eee ee T23pUS eee eee ee = ee Up to 1.2. 
Tryptophan Load (mg Xanthurenic acid excreted) 2. Adults: (dose: 100 25+ (6 hr)____-__________-_- Up to 25. 
mg/kg body J5-21(24 Ans 32 eae acess Up to 75. 
weight). 
Urinary pyridoxine 2 (mcg/g creatinine)_._______- LOS oS eee tee Upto: 90 2at es eee ees 90 plus. 
Act0: GS Sak tes am Upto 80). ae ee ee 80 plus. 
Ces Pipes naa re Be Uptto 60 292 sae ee 60 plus. 
LOStOn 2 Sete ees Upto 40ers eee cece 40 plus. 
13 ito 5st yee eee: Up. to30: 28... ee eas 30 plus. 
16 plusezes--= 2222 Upito: 20: Ree Saas = eee 20 plus. 
Urinary n’methyl nicotinamide ! (mg/g creatinine). All ages_.___..____- Upite.0.2a22c0 0.2-5.59 0.6 plus. . 
; Pregnant suena Up to 0.8_____ 0. 8-2.49 2.5 plus. 
Urinary pantothenic acid (mcg) 2__.--.--..---__- Alj:dges: 3: Se een 2 Up:to)200 See ae ee 200 plus. 
Plasma vitamin E (mg/100 ml) 2_------.----- ee do 24s eens ee Upito0iZee=== 0.2-0.6 0.6 plus. 


t Adapted from the 10 State Nutrition Survey. 
2 Criteria may vary with different methodology. 


Source: Derived from Table of Current Guidelines for Criteria. Nutritional Status for Laboratory Evaluation in Nutritional 
Assessment in Health Programs. Am J. Public Health (Supp.) 63: 34, 1973, G. Christakis, editor. Also see: Sauberlich, H. E., 
Dowdy, R. P. and Skala, J. H. Laboratory Tests for the Assessment of Nutritional Status. Critical Reviews, Clinical Labora- 
tory Science 4: 215-340, 1973. 





APPENDIX H 
[From the Lutheran General Hospital, Park Ridge, Ill. ] 


OUTPATIENT NUTRITION COUNSELING 


The Nutrition Section of Lutheran General Hospital is providing 
individualized diet counseling on an outpatient basis. During these 
counseling sessions, a clinical nutritionist evaluates medical back- 
vround she receives from your office and a nutrition history she 
obtains from your patient to develop a diet modification program 
geared to your patient’s individual needs and preferences. To meet 
basic needs of nutritional care, as well as to evaluate the patient’s 
understanding and ability to manage his diet, we include at least one 
follow-up session with the patient after his initial diet instruction. 


ELIGIBILITY 


Patients are eligible for diet counseling by physician referral. 
Counseling is available for any diet modification. It 1s geared to assist 
the patient to assume responsibility for his diet through understanding 
the reasons for the modifications, and the results he can expect from 
adhering to the program outlined for him. Teaching tools have been 
developed which correlate his physical condition with the prescribed 
modifications. Diet lists of ‘‘do’s and don’ts” are not given out without 
supportive counseling. 


APPOINTMENT TIMES 


Monday thru Thursday, 7:30 A.M. to 8:30 P.M. 
Friday, 7 to 5:30. 2 Saturdays per month. 


APPOINTMENT SCHEDULING 


Your patient must make his appointment through Outpatient 
Registration (COR) 696-5050. COR will furnish the patient with 
information regarding available appointment hours, location of the 
outpatient nutrition office and fees for counseling. If necessary, 
cancellations must be made 24 hours prior to the scheduled appoint- 
ment time. 

REFERRAL NOTES 


To assist us in making an initial assessment of your patient’s nutri- 
tion needs, we request results of any pertinent, recent lab work you 
may have on file for your patient. The accompanying Requisition 
Form can be used to record this information. This form also explains 
to your patient how he may cbtain appointments. These can be ob- 
tained in pad form from the nutrition office (696-6138). 
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After each patient appointment, you will receive a note from the 
nutritionist which will assess your patient’s past food intake, provide 
specific information on the type of diet the patient will be following 
and evaluate the patient’s motivation and comprehension of the diet. 
This note will also advise you of further appointments and nutritional 
care we have planned with your patient. 


Group DISCUSSIONS 


Discussion groups are being conducted on the following diets: 
Diabetes 
Type IIA Hyperlipidemia—Low Cholesterol 
Type IV Hyperlipidemia 
2am Nat 
We request one individual counseling session with the patient before 
he participates in these group meetings, at which time he can obtain 
detailed information about dates, times and meeting places. 


LUTHERAN GENERAL HOSPITAL 
OUTPATIENT NUTRITION COUNSELING 


Name: 


By appointment only. Appointments for individual diet counseling and Group 
Discussions can be scheduled through Outpatient Registration by calling 696-5050. 
DO NOT call the Nutrition Section for scheduling assistance. You may obtain 
the schedule of fees from Outpatient Registration. 


Digenosis enh sta eet? Jozi wos Blood pressure 4 wui.te «hk Soe te eee 
MegiCatiONn ok het ir ne oie Ts eee ee ee ne 
Profile B Cholesterol. os. . 2... eae te eee 
Dates OB eee ARE Pip VR ae) Bane 8 Privlycerides' ) lat he. eee eee ee 
mertmil/! GOs ee TE ae See 
Typeset be pa Soltek wer Loca 
GOL FBS Urine 
Date Se eo ee os Peary WA! ee 
cbr 2 ol Se 2 ee eee 
2 rf. tv. SD atoll Tirigdd ate eee 
ST ce pic buccal (is a pb oe ce 
SLT ras eee ee 2) 1 ae) eee 
Py ALED se «ce pe Pees Steg DATS Seti ee 
6 NMG WIVINIEE.. ais) OS Oe 
Others, if pertinent to diagnosis: 
BUGN 0). fete etecht. tie ce deec eet 
OTIC GAG1C oo Ws see ta NR BYE ees 
HGB 


Others 





APPENDIX I 


Tue Lirprary oF CoNnGRESS, 
LEGISLATIVE REFERENCE SERVICE, 
Washington, D.C., September 23, 19765. 


To: Senate Nutrition Committee. Attention: Nick Mottern. 

From: Education and Public Welfare Division. 

Subject: Community Health Service centers programs and require- 
ments for the provision of nutrition services. 

This 1 is in response to your request for information regarding the 
various Community Health Service centers programs supported by 
the Department of Health, Education, and Welfare and whether 
nutritional services are required to be provided by these programs. 
Programs surveyed include the following: 

(1) One hundred fifty-seven operational community health centers, 
which include neighborhood health centers, family health centers, and 
community health networks, provided a range of preventive, curative, 
and rehabilitative ambulatory services and arranged for inpatient 
services to an estimated 1,425,000 persons in 1975. These programs are 
located in rural and urban areas of medical underservice. Neither the 
original authorizing legislation nor program guidelines explicitly 
require that nutritional services be offered by these centers. It should 
be noted that a revision of the community health center authority 
contained in Public Law 94-63 specifies that a center provide a number 
of primary health services and supplemental health services which 
are necessary for the adequate support of primary health services and 
appropriate to the particular center. The newly enacted legislation 
(July 29,1975) further specifies that supplemental health services can 
include “public health services (including nutrition education and so- 
cial services).” 

(2) Ninety-six grants supported 105 mzgrant health projects which 
served approximately 390,000 migrant agricultural workers and sea- 
sonal farmworkers and their families in 1975. Services provided range 
from a full complement of diagnostic, therapeutic, and followup medi- 

cal services to a more limited focus on specific diseases. Neither the 
original authorizing legislation nor program regulations explicitly re- 
quire that nutritional services be offered by these centers. As for the 
community health center program, it should be noted that a revision 
of the migrant health program contained in Public Law 94-63 specifies 
that a center provide a number of primary health services and such 
supplemental health services as may be necessary and as may be ap- 
propriate to the particular center for the adequate support of primary 
health services. This newly enacted legislation further specifies that 
supplemental health services can include “public health services (in- 
cluding nutrition education and social services) .” 

(3) About 300 project grants supporting over 3,600 famzly planning 
clinics provided services to more than 2 million women in 1975. Serv- 


(159) 


160 


ices include comprehensive family planning medical, educational, and 
social services. In providing these services, priority is given to those 
who cannot afford them. Neither the original authorizing legislation, 
program regulations, nor a revision of the family planning projects 
explicitly requires that nutritional services be offered. 

(4) Approximately 520 community mental health centers provided 
services to about 1.57 million individuals in 1975. Mental health serv- 
ices provided by these centers include inpatient services, outpatient 
services, partial hospitalization; emergency services; and consultation 
and education services for a wide range of individuals and entities 
involved with mental health services, including health professionals, 
schools, law enforcement and correctional agencies, public welfare 
agencies. The services of the center must be available to all persons in 
the community, without regard to ability to pay. Neither the original 
authorizing legislation, program regulations, nor the revision of this 
program contained in Public Law 94-63 requires that nutritional serv- 
ices be offered by community mental health centers. 

(5) Approximately 500 project grants for community alcohol pro- 
grams provided services to about 176,000 individuals in 1975. These 
programs provide alcoholism treatment, rehabilitation, and prevention 
services to special population groups such as poverty populations, In- 
dians, drinking drivers, public inebriates, and employed alcoholics. 
Neither the or iginal authorizing legislation nor program regulations 
require that nutritional services be offered. 

T hope this information is helpful. If you require further assistance, 
please don’t hesitate to call. 

RicHarp Price. 





APPENDIX. J 
NUTRITION PROGRAMS IN STATE HEALTH AGENCIES 


(By Milton Z. Nichaman, M.D. and Gretchen E, Collins*) 





Key Words: State health agencies, nutritionists, sur- 
veillance, standards, consultation, applied human 
research. 


A recent survey of nutrition programs in State health agencies! 
revealed a wide variation in numbers of nutrition positions, training 
and experience requirements, and in the administrative placement of 
the nutrition activity. Replies were received from 50 States, the 
District of Columbia, Guam, Trust Territories of the Pacific Islands, 
Puerto Rico and the Virgin Islands. , 4 

Forty respondents indicated nutrition was a separate unit; the 
number of full time positions in these units varied from 1 to 35. In 
addition to the 173 nutritionists in identifiable nutrition units it was 
reported that there were 53 positions in Health Care Facilities (Nurs- 
ing Home Consultant, Hospital Consultant, etc.), 8 im Chronic Dis- 
ease Programs, 54 in Maternal and Child Health Programs, aud 125 
in ‘other’? programs. 


NUMBER OF STATE AND TERRITORIAL NUTRITION POSITIONS BUDGETED AND FILLED, MAY 1973 ° 


Number of 

States and Total number 
territories ot positions Positions 
Number of positions budgeted per State and territory reporting budgeted vacant 
INOBDOSIULON Smee sore bine peat eee eG et ee eis ce (2) Set SE ee 
WO S) SiG oe 9s edge Seis bagel Caimi UT Lee ceaeaka ee Sie miaeeinns ee ae 14 27 4 
HELO EE EEE cc cere eee ete Oey My ed eter Rane te l7/ 83 10 
1 WO) Qe Soe SCAR AO eye a Ee ee EY 20 gd ee 6 47 4 
il) WO LE Se ee ee ne ae te Pee CoP RE Oe! 12 160 21 
VE Fas 2 () eee ee oa rae eee nes eat, Uae Gen eh ot Se te 4 179 12 
UO tales ae oe a ORY ed See a eh ie ae SRN See are 55 496 5] 


1 Includes 32 part-time positions. 


<5 EE Sea D 

*Dr. Nichaman is Chief, Preventable Diseases and Nutrition Activity at the Center for 
Disease Control, Atlanta, Ga. Miss Collins is a Nutritionist with this unit. 

1 Nutrition Directory, State Health Agencies and Graduate Programs of Public Health 
Nutrition, Center for Disease Control, 1973. DHEW. 

Source: Journal of the American Dietetic Association, vol. 65, July 1964. 
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ADMINISTRATIVE LOCATION AND NUMBER OF NUTRITIONISTS REPORTED TO BE EMPLOYED IN STATE AND 
TERRITORIAL HEALTH AGENCIES—MAY 19731 

ame, ET pee 48 ei hee re eee A ee i ie 8 8 ee See 

Number and location ot nutritionists 


Total number 
Number of of nutritionists 





Number of States and in reporting § Separate __ Maternal 

nutritional territories States and nutrition Health care Chronic and child 
positions reporting territories unit facilities diseases health Other 
aE ee Le, ee eed Tg Oe tome AES Oe CON iy STN Pd PS ey eee 
NoneSek# eae ops a Be ee ee Fk oO De a gh Oe ee eee 
T1053 cence See 24 48 25 10 1 8 4 
ANOG Seer ee ene 11 57 21 16 5 8 7 
1 10,9 5 Ree EE ew TE. 8 66 37 14 1 5 9 
10 {0:20 eee eta 75 3 bie eee 1 33 
Over20 See ee ees 4 167 5A 8 1 32 72 
Total cfee oan cece 55 413 173 53 8 54 125 





1 Excludes part-time nutritionists and vacancies. 


A large proportion of the time of nutritionists at the State level is 
spent in providing consultation to other personnel in the agency to 
local. health department personnel, and to non-agency personnel 
concerned with nutrition and health such as teachers, agricultural 
workers and welfare employees. Depending upon the individual 
State structure, considerable time also may be devoted to various 
group care facilities. In general direct patient counseling is provided by 
local departments or by local clinic staff. 

The multiplicity of roles that public health nutritionists have 
identified as their areas of responsibility and the problems they have 
encountered in evaluating and clearly reporting program activity 
have made it difficult for administrators and legislators to appreciate 
properly the value of nutrition services to the health care system. This 
in turn often results in allocation of inadequate staff and financial 
support. 

There is no question that the activities being carried out by the 
nutritionists in State heaith agencies are worthwhile. The question is, 
however, are these activities in areas that should receive priority. 
Somehow there must be developed an understanding and acceptance 
by the policy making and program planning groups that nutrition 
services must be included in the initial plan for programs designed to 
maintain optimum health. 

This cannot be achieved if nutrition services are tied to categorical 
funding. Neither can it be done if the nutritionist is not involved in the 
planning process. Identifying nutrition as a separate unit does not 
automatically assure involvement in major planning. The nutritionist 
must be trained to function at the planning table. All too often the 
nutritionist has adequate technical ability but is not equipped to be 
effective as a planner. The health administrator of the legislative 
groups must be supplied with definitive descriptions of the problem, a 
clear cut plan of action including cost in time, personnel, and dollars, 
and a plan for evaluating the outcome as it relates to the total health 
system. Traditional plans that address only limited or specific age 
groups must be replaced by a comprehensive approach. Nutrition 
problems are not unique to any one group. Prenatal nutrition, growth 
and development, obesity, the hyperlipidemias, problems of the aging 
such as possible hypervitaminosis, and inborn errors of metabolism 
are all problems that deserve attention of State health nutritionists. 
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A certain type of framework is required for the above ideas to be 
realized. Optimum functioning will necessitate maximum flexibility. 
Funds whether Federal, State, or local must be allocated to nutrition— 
not to chronic disease nutritionists or institutional consultants or to 
maternal and child health nutritionists. 

Four major areas of involvement appear to constitute a matrix 
within which optimum nutrition programs may evolve at the level 
of the State health agency. 


NUTRITIONAL SURVEILLANCE 


Despite the fact that this area appears basic to planning, imple- 
menting, and evaluating program activity, it has not been a major 
focus of public health nutrition programs to date. A surveillance: 
program, specifically planned for the State involved is the only way 
to identify the nutritional needs unique to that geographic area. 
National surveys may suggest problem areas and high risk population 
groups, but only a continuing or planned periodic surveillance within 
the State can provide data basic to a well-founded program. 

Frequently data are already being collected by other departments: . 
within the agency—e.g. epidemiology, vital statistics, and maternal 
and child health programs are routinely collecting information that 
can provide the nutrition section with important facts. Perhaps some 
reorganization or method of interpretation might be indicated if it 
is to be of greatest value to the nutritionists. Also, most health depart- 
ments have such data as socioeconomic status, morbidity and mor- 
tality rates, and birth weight of infants. All ‘of these have. direct 
relation to nutrition planning. 3 

Although it is difficult to understand this fact, there is also a 
wealth of basic information recorded and never used. To mention 
a few examples, heights, weights, and hemoglobin levels frequently 
are recorded but never reviewed or used in an epidemiologic frame- 

work. Not only is this an inexcusable waste of time, energy, and money, — 
but it ignores basic information which might pinpoint eroups needing | 
intensive nutrition services. : 

In still other situations, the nutrition department may need to | 
organize and conduct surveys that will provide information regarding 
the prevalence of specific nutrient deficiencies in identified population 
eroups. 

It is important to realize that surveillance is continuous while a 
survey per se is usually done at one point in time. Although a survey 
may highlight problems it should be followed for either continuous or 
preplanned periodic monitoring of those parameters selected as indices 
for measuring the nutritional problems and the effects of intervention 
programs on these problems. Such parameters may involve the nutri- 
tional status of selected population groups, dietary patterns, monitor- 
ing of the food supply, or availability of health and nutrition services, 
to cite a few. 

NUTRITIONAL STANDARDS 


Second, the setting of Nutritional Standards should be a primary 
responsibility of the health agency. These would include standards for 
meal service for all group facilities; professional standards for personnel 
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involved in such facilities; guidelines for nutrition education programs ; 
and standards for evaluating the nutritional status as determined by 
elther surveys or a surveillance system. With the increasing emphasis 
on congregate feeding for the elderly, for the provision of nutritional 
services as a functional component of health maintenance organizations 
and with growing numbers of non-nutritionists being utilized to extend 
nutritional care, it is doubly important that standards be set and pro- 
visions made to assure their implementation. 


NUTRITIONAL CONSULTATION 


Nutritional Consultation is a third area in which the State program 
should be actively engaged. Although in general we believe that direct 
patient counseling should be performed at the local level and in many 
instances the same is true for consultation to institutions, the nutri- 
tionist at the State level should provide assistance in the identification 
of problems, interpretation of these in terms of program needs, and 
assist in setting up operational programs at the local level. 

The State nutrition unit should also provide consultation to ap- 
propriate State agencies and the State legislature with regard to long 
range and immediate nutrition needs and program plans for the 
population of the State. 


APPLIED NuTRITION RESEARCH 


Finally, the State nutrition unit should have a program cf Applied 
Nutrition Research that is directed toward designing, implementing, 
and evaluating model programs which, if successful, can be instituted 
at the local level. 

For many, the above ideas will not be new. However, to use them as 
functional guidelines may require an in-depth review of existing pro- 
grams and a realignment of manpower and objectives. Despite exist- 
ing shortages of money and manpower, we believe that a new look at 
priorities and a willingness to abandon traditional approaches if they 
are no longer effective will move us much closer to optimum nutrition 
for our population. 


APPENDIX K 


PRELIMINARY PLANS FOR THE SECOND HEALTH 
AND NUTRITION EXAMINATION SURVEY 


A. JUSTIFICATION 


The National Center for Health Statistics (NCHS) has legislative 
authority under Public Law 93-353, Section 306, Paragraph (6), Item 
(1) to collect statistics on a number of health areas which include: 

1. The extent and nature of illness and disability in the U.S. 
population. 

2. Environmental, social, and other health hazards. 

3. Determinants of health. 

4, Health resources and utilization of these resources. 

One of the continuing NCHS programs providing such information, 
the Health Examination Survey is completing its present field program 
(OMB No. 68—-R1184) in October 1975. The Division of Health 
Examination Statistics requests preliminary approval for its next 
project outlined below which is designed to complement and supple- 
ment the data relating to the four areas stated above generated from 
other NCHS and external data collection mechanisms. The proposed 
program focuses primarily on assessing health variables that cannot 
be measured more efficiently through some other mechanism that can 
produce national data as described below. The topics for which clear- 
ance is being requested are expected to be an inclusive list of those 
that will be pilot studied and pretested by DHES staff for possible 
inclusion in the Second Health and Nutrition Examination Survey 
(HANES IJ) program. 

The purpose of the HANES IT program is to measure the prevalence 
of certain health and nutritional conditions and indicators, and to 
monitor change in them over time. Major conditions of interest are 
anemias, diabetes, kidney disease, heart disease, liver disease, hyper- 
tension, speech defects and hearing problems, allergies, osteoarthrosis and 
disc degeneration wn the cervical and lumbar spines, otitis media, and 
respiratory function. Evaluation of nutritional status will include die- 
tary intake and food frequency data inter-related with physical 
examination, medical history, and biochemical assessment data. 

1. Target Popwlation.—a. Nutritional assessment and general 
health: a national probability sample of civilian, noninstitutionalized 
individuals in such a manner that estimates of health and nutritional 
status can be made for persons 6 months to 74 years of age, and 
specifically for population groups at high risk of poor nutrition, 
e.g., preschool children, the aged, the poor, and women of child-bearing 
age. Some estimates will be possible for minority persons within 
these groups. Hawai, Alaska, and American Indian Reservation 
lands are included in the target universe. 
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b. Heart disease, diabetes, arthritis of the back and spine, and 
liver disease would be assessed in a national probability sample of 
adults 18-74 years of age that would comptise a subset of a. 

c. Kidney disease, hypertension, and allergies would be assessed on a 
national probability sample of the group 3-74 years of age that would 
comprise a subset of a. 

d. Respiratcry function and speech defects would be assessed on the 
6-24 years of age group that comprises a subset of a. me 

2. The sample design being jointly developed by the Statistical 
Methods Staff (SMS), NCHS, and the Statistical Methods Division 
(SMD) Bureau of the Census, will build upon the 376 strata sample 
design of the Health Interview Survey to specifically define a repre- 
sentative national sample that will be capable of estimating the prev- 
alence of target conditions by geographic region, urbanization, and 
some age, race, sex and income classifications. Not all of these classi- 
fications could be used simultaneously. 

Although the details of the plan are not available at this time, it 
appears from past experience that 21,000 examined persons (HP’s) 
distributed over the age range can produce satisfactory estimates for 
the target. groups and conditions. Assuming a modus operandi similar 
to that of HANES I and a response rate of eighty percent (80%) or 
greater, the sample size required to obtain 21,000 EP’s is about 27,000 
sample persons (SP’s). The SP’s would be selected from:a maximum 
of 64 locations called Primary Sampling Units (PSU’s) between 
January 1976 and November 1978 (roughly a three year period). 
If the Fixed Site Project (OMB 68—-S74022) is successful, a number of 
‘locations’ could be run concurrently and the time of the data 
collection could be reduced. 

Within a PSU poverty segments will be emphasized. SMD has 
Census Tract and Enumeration District (ED) data that enables 
selection of segments in ED’s where x% of segments fell below poverty 
levels (or some fraction of it) in 1970. The sampling of these segments 
to other segments would be at a radio between 2:1 and 4:1. The 
optimum level for the development of the estimates specified above, 
should be determined by SMD using a Poverty Index cutoff of less 
than 1.00. Segments would be clusters of eight (8) households. 

SMS and SMD will recommend the sampling rate of persons within 
sample households to obtain the necessary number of SP’s in each age 
class to produce the desired estimates. The within household sampling 
rate by age will be kept simple and will emphasize the pre-school 
children and the aged. In HANES I females of child-bearing age were 
also over-represented in the selection procedure. This was found un- 
necessary In a second program because adequate numbers could be 
examined without special emphasis. The number of SP’s per PSU will 
be between 300-600 persons. 

A detailed sample design and selection plan will be furnished in a 
final clearance request in the fall 1975. Mr. Earl Bryant is the Chief, 
SM, NCHS, and is responsible for coordinating this aspect of the 
proposed plan. 

3. The Household Interview will be conducted by the Bureau of the 
Census interviewers as in HANES I. The interviewers will obtain 
socio-economic and demographic information on each household, 
select the sample persons from a household roster, and obtain medical 
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history data on the sample persons (SP’s). The Census interviewer will 
also attempt to arrange with the SP an appointment time for 
examination. 

4, Examinations, as in previous Health Examination Surveys, will 
be given in two sets of mobile examination trailers that have a stand- 
ardized environment and selected high quality equipment. The 
Division of Operations, NCHS, will specify the required equipment 
given the survey specifications, hire, train, and manage the field teams 
to administer and conduct the examination. 

5. Sample persons will be provided with transportation to and from 
the examination site or paid a mileage rate if they choose to drive 
their own cars. The SP will be reimbursed for the costs of other trans- 
portation to the examination site and return home. In addition, the 
examined persons will be paid $10.00 for their participation in the 
survey and the inconvenience caused by such participation. 

6. The results cf the examination will be reperted to an SP’s usual 
source of medical care or to the individual if no release is obtained 
from the SP. 

7. In accordance with Section 308(d) of the Public Health Service 
Act, NCHS assures each respondent that the confidentiality of their 
responses to this survey will be maintained and that any information 
from questionnaires or records identifying individuals will not be 
disclosed without securing prior written consent from the respondent. 


B. EXAMINATION ASSESSMENTS AND JUSTIFICATION 


1. Anemias—the HANES I survey results indicate that anemia 
defined by low hematocrit and hemoglobin levels is an important 
health problem in the U.S. With public policy actions such as the 
recommendations by FDA that food products be enriched with iron 
and with some opposition to this action by members of the medical 
community, it is important to monitor the prevalence of anemias 
and also to attempt to characterize the type of anemia. 

To characterize anemias, the following approach has been reccm- 
mended by Dr. William Darby, President, Nutrition Foundation, 
Inc., CDC personnel and others. 

a. Symptoms, signs, and causes of anemias are to be gathered in 
medical histcry questions and a phy: ician’s examination. 

b. Biochemical indicators in blood would be assessed—hematocrit, 
hemoglobin, complete blood count, iron, iron binding capacity, folate, 
and protoporphyrin. On those in the normal range of hematocrit and 
hemoglobin a sample would receive the following battery of tests 
while all those with low values would receive the following tests: 
ferritin, Vitamins Bs, By, and Vitamin E, copper, zinc and lead. 

c. Dietary data would be related to the above assessments to help 
explain some of the findings under a. and b. 

To monitor anemia levels and change over time, many of the assess- 
ments are the same; the new tests are: 

Protoporphyrin and ferritin (better measures of actual iron 
stores available at the cellular level), 

Vitamins B,, By, and Vitamin E (other than iron deficiency 
causes of anemia), 


60—843—75——12 


168 


Copper and zinc (necessary trace metals related to anemia), 
and 
Lead (lead burden can cause anemia). 

The output of this set of assessments will be prevalence of anemias 
in the U.S. population by various characteristics described above; 
information on the interpretation and relationship of various in- 
dicators of anemia on a representative sample of the population; 
information on shifts in the prevalence of anemias prior to implementa- 
tion of public policy decisions to enrich foods with iron and sub- 
sequent to that decision. Normative data will also be produced to 
assess the prevalence of deficiencies as well as toxic levels. 

2. Diabetes—Public Law 93-354 expanded the authority of the 
National Institutes of Health and the Center for Disease Control to 
advance the attack on diabetes mellitus providing millions of dollars 
for increased activity in diabetes prevention and control programs as 
well as for funding research and training centers. Accurate prevalence 
estimates are not available for the U.S. population; about two percent 
of the population is being treated for diabetes. The hypothesis of the 
American Diabetes Association and other experts in the medical field 
is that undiagnosed cases number two to three times the diagnosed 
Cases. 

DHES proposes to give a national probability sample of persons 
18-74 years of age a diagnostic glucose tolerance test .to estimate 
the total prevalence of diabetes in the U.S. Questionnaire data will 
include the proposed HIS battery of questions (OMB No. 68-1600) 
to correlate with the findings of the examination component of the 
proposed HANES IT survey. 

The procedure for having the standard glucose tolerance test 
performed is being explored to minimize the burden on the respondent. 
A pilot study will be designed to determine the most acceptable 
method logistically for conducting this assessment. 

The assessment procedures are being developed with representatives 
of the American Diabetes Association, the National Institute of 
Arthritis, Metabolism, and Digestive Diseases (NIAMDD), HIS, and 
individual consultants. A pretest clearance request for a pilot study 
of respondent acceptance of the test procedure will be sent forward in 
the near future. 

Diabetes is related to kidney, cardiovascular, and hypertensive 
diseases which are also proposed target conditions for this survey. 

3. Kidney Disease.—Isidney disease and its treatment have major 
implications for such federal programs as HMO’s, National Health 
Insurance, Medicaid, Medicare, and Comprehensive Health Planning 
Agencies. Federal programs authorized by the Social Security Amend- 
ments of 1972 have a variety of responsibilities that have enormous 
potential program costs involving the End-Stage Renal Disease 
Program under Medicare and other DHEW objectives to develop 
policies to carry out the legislative intent, to accommodate patterns 
of medical practice and care in treatment of renal disease, and to 
relate these activities to PSRO and other quality assurance programs. 

Discussions with Dr. Nancy Cummings, NIH; Dr. Cutler, University 
of Washington; Dr. Schreiner, George Washington University, and 
the Subcommittee of the Special Committee on Statistical Needs of 
the National Kidney Foundation, indicated that estimates of the 
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prevalence of kidney disease and normative data relative to kidney 
disease do not exist for the U.S. population. The impact of serious 
renal disease on the individual and the medical care system suggest 
a need for data that is not available from any other source. Assessment 
of kidney disease is particularly suitable for the HES mechanism 
because many cases of mild or early disease states are hypothesized to 
be undiagnosed leading to more severe than necessary kidney damage 
later in life. 

The examination phase of the kidney assessment will consist of a 
number of urine assessments to determine urine protein, specific grav- 
ity, glucose and ketone bodies, and inspection of the urine sediment 
for red cells, white cells, epithelial cells, casts, and crystals. The urine 
would also be analyzed for bacteriuria. A kidney function test involv- 
ing a creatinine clearance would also be administered. Serum albumin 
is also an important assessment. The consultants felt an adequate 
family history of hypertension, polycystic disease, kidney disease, 
deafness, and kidney stones was essential for data interpretation. 
The relationship of kidney disease to diabetes, hypertension, and 
cardiovascular disease is also important. 

4. Cardiovascular Disease (heart disease).—The contribution of 
cardiovascular disease to morbidity and mortality in the U.S. popu- 
lation is well known. Federal programs have supported emergency 
medical services, preventive medical check-ups, careful diet, exercise, 
etc. Yet, sudden death outside of the hospital accounts for approxi- 
mately 30 percent of the 600,000 annual deaths due to ischemic heart 
disease. A common opinion is that many sudden cardiac deaths are 
due to arrhythmias (deviation from the normal rhythm). With the 
support of the National Heart and Lung Institute, the proposed heart 
package below is designed to measure the number and duration of 
arrhythmias in persons 25-74 years of age in the U.S. population 
with a standardized two-hour electrocardiogram assessment. Other 
electrocardiograph abnormalities will also be noted and analyzed for 
prevalence data. A clearace request for pilot studying the procedure 
will be prepared in April 1975. 

The plans for collection and analysis of data are being based on 
extensive consultation with the staff of the National Heart and Lung 
Institute; Dr. Hinkle, Cornell Medical Center; Dr. Schroeder, Stan- 
ford University Medical Center; Dr. Lown, Harvard University ; 
and Dr. Cox, Washington University. 

The ECG measurement would begin early in the examination with 
a light exercise challenge sometime during the course of the exami- 
nation. The exercise mechanism and related safety precautions are be- 
ing investigated. ' 

Other assessments related to the estimation of heart disease include: 
(1) blood pressure measurements; (2) medical history of heart disease 
and symptoms; (3) biochemical assessment of cholesterol, copper, zinc, 
uric acid and possibly magnesium; (4) a physician’s examination for 
symptoms and signs; and (5) dietary intake data and medicines being 
taken for heart disease. 

The data will be presented cross-classifying the cardiovascular 
symptoms, history, and other items by the number and duration of 
arrhythmias. Specific tables planned will be presented in the final 
clearance request. 
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5. Liver Disease.—A new method for detecting liver disease (non- 
specific) is proposed to provide prevalence data on a national basis. 
Considerable evidence suggests that there is a large amount of un- 
detected anicteric liver disease that only becomes clinically apparent 
at advanced stages of cirrhosis. The prevalence data has important 
implications on the interpretation of data on nutritional status, alcohol 
consumption, and hepatitis virus. If resources can be identified, a 
test for hepatitis will also be included in the liver assessment. 

Consultations on the development and interpretation of data sets 
have included Dr. Javitt, Cornell Medical Center, and Dr. Berg, 
NIAMDD. The test consists of a serum or urine test for bile salts 
after ingestion of food capable of causing contraction of the gall 
bladder (egg nog, peanut butter, etc.). Included in the test package 
would be: 

1. Medical history data of liver disease. 

2. Biochemical workup on serum of alkaline phosphatase, 
SGOT and bilirubin. 

3. Alcohol consumption questions on the 24-hour recall and 
dietary frequency questionnaires. 

4. Physician’s examination for symptoms and signs. 

No other source for this data exists. Detailed output tables will be 
submitted with a final clearance request, should the tests prove feasi- 
ble in pilot studies. 

6. Hypertension—The National Heart and Lung Institute, state 
and local governments, and private concerns are investing millions of 
dollars in hypertension programs, drugs, etc. Prevalence data will exist 
upon completion of the HANES Detailed Examination, but the 
resources being devoted to active programs to reduce or treat hyper- 
tension indicate a need for monitoring the prevalence of the condition 
and the awareness of the condition. In addition, the target conditions 
proposed for HANES II require that hypertension be assessed con- 
currently with diabetes, kidney disease, heart disease, and obesity. 
The assessment will include: 

. Medical history data. 

. Blood pressure (two measurements). 

. Biochemical assessments of BUN, and creatinine. 
. Physician’s examination for symptoms and signs. 
. Body measures—height, weight, and skinfolds. 

. Urine assessment. 

The output tables from this assessment will be described in detail 
with the final clearance request. All examinees will receive this 
evaluation. 

7. Speech and Hearing Defects —The speech and hearing segment of 
the proposed examination would be given to all examinees 6-24 
years of age. The only previous prevalence data for speech defects 
for the U.S. was developed from the Health Interview Survey. The 
magnitude of resources being devoted to speech problems is indicated 
by the 90,000 speech teachers working in public schools alone. The 
speech assessment will consist of evaluation of recordings of sentences 
repeated by the examinee in addition to a recorded description of a 
picture. The parameters to be assessed are articulation, fluency, 
voice, and language. The test procedure is being developed in consul- 
nosey ae Dr. Irene Stephens, Purdue University and Dr. Ludlow, 
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Hearing levels will be assessed by means of puretone audiometry. 
Prevalence data for hearing levels are available from previous HES 
efforts, but the interr elationship between speech and hearing indicates 
at least a minimal set of frequencies should be evaluated to properly 
interpret the speech recordings. Middle ear pathology and, in particu- 
lar, the prevalence of serious ‘otitis media will be assessed by means of 
impedance measurements and physician’s examination of the ear- 
drum. These assessments are being developed in consultation with 
Dr. LaBenz, NINDS, and Dr. Northern, University of Colorado 
Medical School. 

In addition, medical history and related questionnaire data will be 
developed. The output of the segment will be prevalence of speech 
defects and serious otitis media. Serious otitis media prevalence is of 
direct programmatic interest to a number of organizations in the 
Health Services Administration who specifically requested this be 
considered as a target condition. 

8. Osteoarthrosis and Dise Degeneration in the Cervical and Lumbar 
Spines.—Osteoarthrosis is one of the most common diseases seen in 
older Americans. In many Americans, the disease is a major cause of 
disability in terms of limitation of activity and mobility. This is 
documented from HES Cycle I and HIS publications. No prevalence 
data are available on osteoarthrosis and disc degeneration in the 
cervical and lumbar spines. Although the physical examination in 
assessment of osteoarthritis is difficult and rather inaccurate, radiologic 
methods are available for assessing the severity of the lesions. Male 
examinees 25-74 years of age will be given x-rays of the cervical 
and lumbar spines; females over 45 years of age will receive these 
x-rays. Medical history of osteoarthritis and sympton data will also 
be collected. 

The output of the assessment will be prevalence of osteoarthritis of 
the cervical and lumbar spines by severity. Detailed tables will be 
presented in the final clearance request. Consultations have been with 
Drs. Decker and Bennett, NIAMDD, and Dr. O’Brien, Department 
of Medicine, University of Virginia. 

9. Allergies—Allergies occur in a considerable proportion of the 
population and are responsible for a large number of ambulatory 
medical care visits, utilization of many drugs, and cause a smail num- 
ber of deaths. In consultation with staff of the American Academy of 
Allergy (AAA) and the National Institute of Allergies and Infectious 
Diseases, DHES proposes to do a prick skin test for ‘five or six common 
allergies in the mold, grass, tree, and ragweed groups. An official AAA 
Committee is considering exactly which allergens with these groups 
should be administered. The results will provide prevalence estimates 
on the number of persons and their degree of sensitivity to specific 
allergens. Medical history of allergies and symptoms will also be 
included. This information is not available from other sources. Typ- 
ical output tables will be presented in the final clearance request. 

10. Nutritional Status.—The results of HANES I indicate that a 
substantial number of nutritional problems exist in the U.S. Anemias 
were discussed earlier as a primary health condition of interest in 
HANES II. The Preliminary Findings of the First Health and Nutri- 
tion Hxamination Survey, U.S. 1971-1972, indicated specific biochem- 
ical and dietary intake problems for broad population groups. Federal, 
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state and local efforts in providing food stamps and food delivery 
programs, cost billions of dollars annually and affect millions of per- 
sons directly and indirectly. Many millions of dollars and other scarce 
resources are expended annually by the public and private sectors on 
nutrition education programs; research on the need for and effect of 
food enrichment programs; research on the complex relationship of 
health and nutrition variables; and the delivery of health services to 
under- and over-nourished persons. Food producers are, or will be, 
required to label the nutritional contents of their products so that an 
‘“informed’”’ public can make more rational selection of foods con- 
sumed. Providing concrete indicators of nutritional status to such 
programs and monitoring changes in these indicators over time fulfills 
a data need provided by no other source on a national basis and at a 
relatively low incremental cost when combined with other target 
assessments proposed. 

Evaluation of nutritional status will include: 

a. The physician’s examination will be comparable to that of 
HANES I. It is a brief examination with regards to clinical signs of 
malnutrition. 

b. Body measures comparable to those of HANES I are proposed 
to assess growth, development, and obesity in all pcpulation groups. 

c. Biochemical and other laboratory assessments to assess the 
prevalence of nutrient deficiency or toxic levels of nutrients (anemia 
assessments mentioned previously: 

1. Vitamin A deficiency in children and older Americans will 
be monitored. 

2. Vitamin C deficiency and normative data will be measured. 

3. Riboflavin deficiency and normative data will be measured 
by a red cell enzyme test. 

4. Thiamine deficiency and normative data will be measured 
by a red cell enzyme test. 

d. Food frequency and 24-hour recall data will be collected to 
estimate for population groups the nutritional value of reported 
food intakes, how often certain foods and food groups were eaten, 
and other factors related to dietary practices, such as numbers of 
meals or snacks consumed, and use of vitamin and mineral supple- 
ments. The objective is to relate these items to the other assessments 
of nutrition and health. 

e. Questionnaire data applicable to nutritional assessment include 
menstrual period information, medical conditions currently and 
recently, operations recently, specia] diets, use of medications includ- 
ing birth control pills, vitamins, pregnancy status, and special eating 
problems. 

The assessment of nutritional status has been developed on the 
basis of the results of HANES I, recommendations of the American 
Public Health Association’s Conference on Nutritional Assessment, 
recommendations of numerous individuals with regards to the con- 
tinuing need for information on obesity, trace elements, diet supple- 
mentation and its effects, etc. Of special note is the exchange of 
information with staff of the U.S. Department of Agriculture to 
ensure that the data collected on dietary intake is comparable to 
their proposed Food Consumption Survey. Having comparable 
data with DHKS relating this data to specific health status measures, 
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national food and health analysts are provided with important 
correlative data that neither the HANES mechanism nor the USDA 
survey could individually provide. Discussions have been with 
Dr. Rizek and a number of other staff members. 

Where possible, the HANES I procedures will be emploved in 
HANES ITI to provide comparable data from one survey to the next. 
Specific tabular output from the assessment will be submitted with 
the final clearance request. 

11. Miscellaneous Assessments.—a. Miscellaneous medical history 
and questionnaire data to be collected: 

1. Medical care sought with respect to specific target conditions. 

2. Impact on the individual of specific target conditions with 
respect to limitation of activity and bed days. 

3. Smoking questions to relate to target conditions and a 
measure of carboxyhemoglobin discussed below. 

4, Participation in major federal programs related to health 
and nutrition. 

5. Socio-economic demographic data about the household and 
individual. 

6. A brief measure of psychological well-being similar to that 
employed in HANES I. 

, The Federal Energy Administration (FEA) has indicated a 
strong interest in having a carboxyhemoglobin assessment done on a 
national probability sample of persons as an indicator of carbon 
monoxide body burden. KPA has some data on special population 
eroups, but national data are not known from any source. Important 
health effects occur when carboxyhemoglobin reaches 3 percent and 
continue to get more serious as the level increases Dr. Blair and Mr. 
Viren of FEA have consulted with DHES staff on this project. 

FEA, FDA, and EPA have indicated an interest in having lead 
assessments extended to all examinees and not limited to a subsample 
as proposed. Doing both assessments would involve support from the 
agencies involved to fund the laboratory assessments on blood. 

c. Assessment of pulmonary function is proposed tor a sample of 
persons 6—24 years of age. Spirometry methods developed in the 
HANES I Detailed Examination on persons 25-74 years of age would 
be repeated to obtain normative data for pulmonary function for the 
young age group 6—24 years of age. 

d. Syphilis and gonorrhea assessment. Dr. Sencer, CDC, has specifi- 
cally requested HANES IT to include assessments which could lead to 
the estimation of the percentage of persons with a reactive blood test 
for syphilis and the percentage of women who are culture positive for 
gonorrhea. 

The objective of obtaining the information would be of great value 
in measuring the extent and distribution of gonorrhea and syphilis 
and evaluating the impact of present and past control efforts. 

A number of technological and acceptance problems concerning 
these assessments require further discussion between DHES and CDC 
staff. A feasibility study will be conducted prior to studying the 
problem of acceptance of the gonorrhea culture. A clearance request 
will be submitted shortly. 
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Specifics for all examination components and questionnaires will be 
submitted in pilot study clearance requests. The overall examination 
time and burden on the respondent will be less than in the HANES I 


survey. 
C. TABULATION AND PUBLICATION PLANS 


This item will be completed in detail when a final clearance is 
requested. 


D. TIME SCHEDULE FOR DATA COLLECTION AND PUBLICATION 


1. Various pilot studies—June 1975—October 1975. 

2. Data Collection—January 1976—November 1978. 

3. Data preparation and editing—-December 1978—April 1979 (plus 
concurrently with 2.). 

4. Data analysis and manuscript preparation—May 1979-October 
1981. 

5. Reports to Publications—November 1979—November 1981. 


E. CONSULTATIONS OUTSIDE NCHS 


Approximately eight hundred medical providers, planners, re- 
searchers, and educators were asked to recommend to DHES staff 
major health problems for which there was a need for national data to 
assess the nature and extent of the problem(s). Approximately two 
hundred replies were received and reviewed. For those suggestions 
that were deemed feasible, the specific suggestions and follow-up 
consultations are stated in the discussion of the survey content. The 
Five Year Forward Plans for all health agencies were reviewed for 
national priorities; current and proposed legislation were considered 
important criteria for inclusion if data sets were not available from 
other sources. Input of general program scope and broad content 
recommendations were developed from meetings and memoranda 
between DHES staff and the program representatives listed in 
Attachment 1. Input was also requested from the NCHS Panel of 
Advisors. Copies of the letters sent to the medical community and 
the Panel of Advisors are also in Attachment 1. 

The list in Attachment 1 is not exhaustive of sources who have 
contributed to the present stage of the survey plan. Many individuals 
are mentioned in the discussion of the specific topics presently included 
as potential items for the HANES IT program. 

The plan proposed in this document will continue to be evaluated 
and many others will contribute input to the final plan submitted in 
the fall 1975. 


F. RESPONDENT BURDEN WILL BE CALCULATED IN DETAIL IN THE FINAL 
CLEARANCE SUBMISSION FOR THE PROJECT 


G. SENSITIVE QUESTIONS IN THE USUAL SENSE ARE NOT ANTICIPATED 


There will be questions concerning the use of birth contro] pills, 
menstrual period, blood in the urine, and the like, but in a medical set- 
ting these are common questions and necessary. Birth control pills 
affect the level of biochemical values observed in a number of vitamins. 
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It is important in analysis to be able to control pill usage. Anemia in 
women cannot be analyzed without knowing if the woman was having 
her period at the time of examination. Blood in the urine is an impor- 
tant symptom related to a number of health conditions and specifically 
to anemia and kidney disease. 

The treatment above is brief, but each “‘sensitive’”’ question proposed 
for inclusion in pilot studies or in the final clearance will have a justi- 
ae of a similar nature. Confidentiality is covered in Section A., 

tem 7. 


H. ESTIMATE OF COST TO THE FEDERAL GOVERNMENT 


The annual cost of the proposed project, including overhead is 
approximately four million dollars. Support from other government 
agencies has not been finalized, but NIAMDD has indicated that 
$40,000-60,000 would be available to support the assessment of 
diabetes. The National Heart and Lung Institute has indicated some 
support would be available for equipment and analysis of the heart 
disease component, but level has not been established. The Bureau 
of Laboratories, CDC, has some objectives that enable that organi- 
zation to bear some of the true costs of supporting a large scale national 
effort to develop biochemical norms and prevalence of specific defici- 
encies or toxic levels of vitamins or substances; the level of the contri- 
bution is unknown, but should be recognized. 


LETTER SENT TO NCHS PANEL OF ADVISORS 





In planning previous Health Examination Surveys, the advice of 
the NCHS Panel of Advisors has been of great value, especially in 
identifying current needs for health information. The Division of 
Health Examination Statistics (DHES) is now planning another 
Health Examination Survey which will begin early in 1976. We would 
again appreciate your assistance. 

As you are aware, the purpose of the health examination mechanism 
is to provide those national health statistics which can be best, or 
exclusively, obtained by direct examinations, tests, and measurements 
conducted on probability samples of the noninstitutionalized U.S. 
population. Results are published as prevalence estimates of medically 
defined conditions, as indicators of nutritional status, and as distribu- 
tions of the population with respect to selected physical, physiological, 
nutritional, and psychological characteristics. By interrelating medical 
history forms, questionnaire items, and examination findings, it is 
possible to estimate the number of people who have a specific condition, 
such as hypertension or diabetes, but would not report it on an 
interview survey because they do not know they have it. In addition, 
met and unmet medical care needs can be identified, and the utiliza- 
tion of services and the source of payment for services can be related 
to specific conditions. 

In the 1976 examination survey the nutritional status of the U.S. 
population, 1—74 years of age, will again be assessed. In addition, major 
components included in the first Health and Nutrition Examination 
Survey (HANES I) program will remain unchanged in the new survey 
so that changes over time can be monitored. Some nutritional assess- 
ments included in the HANES I program will be deleted, while others 
will be added. Your recommendations concerning modifications to 
the nutritional component are requested. 

A single visit, two-hour examination cannot thoroughly assess all 
aspects of health. Hence, in planning the new survey, the survey staff 
must: 

1. identify selected health conditions that can be measured 
within the allotted time period with a minimum of discomfort or 
embarrassment to the examinee, and 

2. determine whether the proposed health conditions can be 
reliably measured considering the logistic, staffing, and equipment 
requirements involved and the resources available to the survey. 

In HANES II, a subset of the adult group 18-74 years of age will 
receive a more detailed health examination focusing on selected target 
conditions and certain normative health data. Suggested target 
conditions will be evaluated for inclusion in the light of both the above 
criteria and the following ones: 

1. the prevalence of the health condition, 

2. the relevance of the condition to proposed or implemented 

national legislation and DHEW priority programs, 
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3. the impact of the condition on utilization or need for medical 
care services, 
4. the effect of the condition on the person in regard to dis- 
comfort or disability, and 
5. the need for data that cannot be met or provided by other 
sources or by data collected during previous national Health 
Examination Surveys. 

The Health Examination Survey staff would appreciate your recom- 
mendations on health conditions that satisfy these criteria. Any 
suggestions or comments you make will be reviewed immediately. 
Please do not confine your recommendations to the adult age group, 
because brief physical and biochemical assessments, as well as a 
nutritional assessment, may be performed on children. Please direct 
the recommendations to: 


Mr. Robert S. Murphy 

Chief, Survey Planning and Development Branch 
Division of Health Examination Statistics 
National Center for Health Statistics 

5600 Fishers Lane 

Rockville, Maryland 20852 


If you are aware of persons with special expertise relating to the 
recommendations vou have, please include their names and state their 
possible contribution toward developing a component in the next 
survey. 

Because of the lengthy period required to formulate the various 
aspects of the examination, pretest them and to field the survey, I 
would appreciate your recommendations at your earliest convenience. 

Sincerely yours, 
Epwarp B. Perrin, Ph. D., Director. 


LETTER TO DIRECTORS, MEDICAL RESEARCH INSTI- 
TUTES; CHAIRMEN, DEPARTMENTS OF PEDIATRICS 
AND MEDICINE 


On behalf of the Health Examination Survey, I am seeking your 
aid in planning our next program. The Health Examination Survey, 
a part of the National Center for Health Statistics, was established 
by Congress in 1956 to obtain information about the health status 
of the U.S. population. 

Since 1960, the Survey has conducted health and nutrition examina- 
tions on probability samples of the civilian noninstitutionalized 
population of the U.S. Successive surveys have focused on adults 
18-79, children 6-11, and youth 12-17 years. The examinations are 
conducted in specially designed mobile examination centers. Among 
the examination procedures that have been employed are: 

chest X-rays for pulmonary and cardiac pathology, 

hand, foot, hip and knee X-rays for arthritis, 

hand-wrist X-rays for skeletal age assessment and bone 
densitometry, 

electrocardiograms, spirometry, and single breath carbon 
monoxide tests, 

an exercise tolerance test using a treadmill, grip strength, and 
blood pressure, 

audiometric pure tone and bone conduction tests, 

a clinical ophthalmology examination by an ophthalmologist, 

a dermatology examination by a dermatologist, including a 

skin biopsy when indicated and fungus cultures, 

a battery of intellectual development, school achievement, and 
literacy tests, 

a psychological evaluation schedule, 

anthropometric measurements, 

a variety of specially structured examination items by a 
physician, 

a dental examination by a dentist and an enamel biopsy for 
fluoride content, 

hematocrit, hemoglobin, RBC, WBC and differential counts, 
blood groups and urine cultures, 

laboratory determinations on blood for glucose, cholesterol, 
uric acid, PBI, T3, Ty, iron, iron binding capacity, folates, albumin, 
total protein, calcium, phosphorus, magnesium, alkaline phos- 
phatase, SGOT, Vitamins A and C and bilirubin, 

urinary thiamine, iodine, riboflavin and creatinine, 

serological determinations for antibodies against amebiasis, 
polio, rubella, measles, syphilis, tetanus, and diphtheria and a 
tuberculin skin test, and a large variety of medical histories and 
records including birth certificates of examinees. 
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The findings provide information about the following: 

the prevalence and distribution of selected health conditions 
present in the general population—diagnosed and previously un- 
diagnosed conditions, 

erowth and development patterns of children and youth— 
physical, physiologic, and behavioral, 

indicators of nutritional status for the U.S. population aged 
1-74 years, 

met and unmet medical care needs related to specific target 
conditions for adults, and 

normative data for the U.S. population aged 1-74 years. 

We are planning to conduct, in early 1976, a new survey of the U.S. 
population aged 1-74. The sample will consist of approximately 25,000 
individuals. In the past, we have relied on the advice of a large number 
of experts in different fields in planning the content of our programs. 

The conduct and operation of the new program will be similar to that 
of the current Health and Nutrition Examination Survey (HANES). 
(See enclosed publications for a description of HANES I). Appropriate 
examination components will be provided for both pediatric and adult 
age groups. To identify important items of interest to the medical 
community, which are suitable for our survey operation, various 
experts including the directors of medical research institutes through- 
out the U.S. are being asked to submit suggestions that will help 
decide what the content of the next survey will be. 

I would appreciate your passing this letter along to appropriate 
faculty members in your department so that they, too, might submit 
suggestions. Further involvement by interested consultants has in- 
cluded participation in the planning and conduct of the survey, and, 
in the past, in the analysis and publication of the data. 

If you have any questions, please contact me at your convenience. 


Sincerely yours, 
ARNOLD Encet, M.D., 
Medical Director, 
Division of Health Examination Statistics. 


OUTSIDE CONSULTATION IN HANES II 


PaRTIAL List 
Administration on Aging 


Dr. Donald M. Watkin, Chief, Nutrition on Aging. 


Center for Disease Control 

Dr. David Sencer, Director. 

Mr. Norman W. Axnick and Staff Office of Program Planning and Evaluation. 
Dr. David Bayse and Staff Chief, Analytical Biochemistry Branch. 


National Institutes of Health 

Dr. Robert L. Ringler, Deputy Director, National Heart & Lung Institute. 

Dr. Manning Feinleib, Chief, Epidemiology Branch, Division of Heart & Vascular 
Diseases, National Heart & Lung Institute. 

Dr. William L. Zukel, Associate Director for Clinical Applications and Prevention, 
Division of Heart & Vascular Diseases, National Heart & Lung Institute. 

Dr. G. Donald Whedon, Director, National Institute of Arthritis, Metabolism & 
Digestive Diseases. 

Dr. Eldon Eagles, Deputy Director, National Institute of Neurological Diseases & 
Stroke. 


Dr. Merrill Read, Associate Director for Extramural Programs, National Institute 
for Child Health and Development. 

Health Services Administration 

Dr. Robert Van Hoek, Acting Deputy Administrator. 

Dr. Emery Johnson, Director, Indian Health Service. 

Mr. Royal Crystal, Assistant to the Director, Bureau of Quality Assurance. 

National Institute of Occupational Safety and Health 

Mr. Ronald F. Coene and Staff, Office of Program Planning & Evaluation. 


Special Committee on Statistical Needs, National Kidney Foundation 
Dr. Darrell Farnestil, Chairman, Department of Nephrology, University of 
California. 


American Diabetes Association 

Joyce Kortman, Advisory Committee, NIAMDD. 

Dr. Harvey Knowles, Chairman of the Statistical Committee. 

Dr. Kelly West, Department of Medicine, University of Oklahoma. 
Nutrition Foundation, Inc. 

Dr. William Darby, President. 


Food and Nutrition Board—Committee on Nutrition of the Mother and Preschool 
Children 


Roy M. Pitkin, M.D., Chairman. 

Food and Drug Administration 

Dr. Charles Anello, Director, Division of Statistics, Bureau of Drugs. 

Dr. Martha Fox, Division of Nutrition, Bureau of Foods. 

Dr. Catherine Mahaffey, Project Manager, Lead Contamination of Food, Bureau 
of Foods 

U.S. Department of Agriculture 


Dr. Walter Mertz, Chief, Nutrition Institute 
Dr. Robert Rizek, Director, Consumer & Foods Economics, Research Division, 
Agriculture Re search Service. 


ioe “Stephen J. Hiemstra, Assistant to the Administrator, Food and Nutrition 
ervice. 


Early and Periodic Screening, Diagnosis, and Treatment Program (EPSDT) 
James Kolb, Program Analyst. 
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National Institutes of Mental Health 
Dr. Earl Pollack, Deputy Director, Biometry Branch. 


Federal Energy Administration 

Dr. Joseph Blair, Medical Consultant, Office of Research and Development. 
Mr. John Viren, Office of Environmental Programs. 

Environmental Protection Agency 


Dr. George Simon, Health Effects Division. 
Mr. Leland McCabe, Water Resources Laboratory. 
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APPENDIX L 
CENTER FOR DISEASE CONTROL, NUTRITION PROGRAM 





A. The mission of the Nutrition Program is (1) to identify specific 
high-risk population groups and to further define the existence, 
character, and extent of the nutritional problems and (2) to develop 
and evaluate intervention programs aimed at the problems. 

B. The principal mechanisms by which the above are achieved are 
through technical and financial support of projects conducted by 
health agencies, colleges and universities, and related groups. Both 
grants and contracts are utilized to provide financial support. 

C. Specific examples of program activity to meet the objectives 
follow: 

1. Nutritional status studies have been conducted in a variety of 
high-risk groups as a means of identifying the location of nutrition 
problems. Examples are: 

a. Ten-State Nutrition Survey with emphasis on low income 
families 

b. Studies of migrant populations 

c. Studies of American Indians 

2. Various intervention techniques have been field tested to observe 
their impact on nutritional status. Two examples are: 

a. The use of highly fortified foods have been studied as a 
means of preventing iron deficiency anemia. 

b. Nutrition education has been studied as one method of re- 
ducing maternal and infant morbidity and mortality. 

3. Technical assistance has been provided by the assignment of pub- 
lic health advisors to projects and health agencies. 

4. Consultation is provided to various agencies on such topics as 
program planning and evaluation. 

5. The program works closely with national professional groups in 
promoting and sponsoring workshops to deal with topics such as: 

a. Nutrition education in medical schools 

b. Reviewing and developing standards for interpreting iron 
nutriture 

c. Setting guidelines for interpreting anthropometric data 

International activity has essentially the same focus. The programs 
are implemented by cooperative arrangements with US/AID, Public 
Law 480, and intramural arrangements. 

Some examples of projects are: 

1. A tri-partite study of malabsorption has been supported. 

2. Staff has participated in the development and conduct of an 
assessment of nutritional status in Bangladesh. 

3. Guidelines were developed for a simplified assessment of 
nutritional status in developing countries. 
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4. A study of the effects of nutrition education is being con- 
ducted under a Public Law 480 contract. 

In addition to the foregoing types of program activity, the Program 
has served as the coordinating agency for a variety of HSMHA and 
DHEW projects including the provision of staff services for the 
Nutrition Coordinating Committee of DHEW. 

D. Since the Nutrition Program is not oriented toward any specific 
age or ethnic group nor toward any specific disease category as such, 
the total population at high nutritional risk constitutes the ultimate 
consumer of its services. 

E. Mutual interests with other HSMHA groups as well as other 
federal agencies result in some similarity of program plans and im- 
plementation. Both formal and informal efforts are exerted to prevent 
any duplication of services. Staff participation in such groups as the 
Interagency Committee on Nutrition Education, close liaison with 
such groups as MCHS, IHS, Regional Officer, USDA, and joint plan- 
ning on project development help prevent an overlap of services, 

F. Staff has included : 


4 physicians 1 health educator 

3 public health nutritionists 1 editor-writer 

8 public health advisors 1 plant physiologist 

2 statisticians 19 administrative and supportive 
1 public health analyst personnel 


Total budget for fiscal year 1973 is $2,366,000. 
G. There are no written guidelines for the Nutrition Program. Cur- 
rently in preparation are: 
1. “Guidelines for the Assessment of Nutritional Status as a 
Component of Public Health Programming” 
2. A procedure manual for response to disaster 
3. “Methodology for Simplified Assessment of Nutritional Sta- 
tus in Developing Countries” 
H. No licensure is connected with program activities. 
J. The Nutrition Program will be terminated June 30, 1973. 


APPENDIX M 
MEMORANDUM 


DEPARTMENT OF HeautH, EpucatTion, AND WELFARE, 
Pusiic HeattH SERVICE, 
CENTER FoR Disease ConTROL, 
Washington, D.C., July 31, 1974. 
To: Acting Director, Office of Special Health Projects. 
From: CDC Representative, Nutrition Coordinating Committee. 
Subject: CDC Nutrition Activities fiscal year 1974. 

Under the general authorities of Sections 301, 308 and 315 of the 
Public Health Service Act, the Center for Disease Control is cooperat- 
ing with several States in developing a program of nutrition surveil- 
lance. The methodology was developed at CDC, utilizing growth and 
hematology data collected by the States. These data are submitted te 
CDC for analysis. The results are provided to the States for their 
use In targeting available resources to areas where nutritional defi- 
ciencies are most acute. It is expected that this will result in decreasing 
nutritional problems in the States. The information collected will also 
be utilized for investigations of the relationship between these nutri- 
tionally-related parameters and a variety of preventable diseases. 
Periodically published information on findings and related informa- 
tion is being provided to the States and other appropriate agencies. 
Through various bilateral programs, the CDC provides assistance and 
consultation in relation to nutrition survey and surveillance method- 
ology to developing countries. The expenditure for this activity 
during fiscal year 1974 was approximately $184,000. 

In addition, the CDC, under contract to the National Center for 
Health Statistics, Health and Nutrition Examination Survey, is per- 
forming all laboratory tests for this assessment program, including 
biochemical assessment of nutrients, hematological data, and quality 
control of specimen collection and handling. Furthermore, investiga- 
tions regarding standardization, reference methods, and better assays 
for biochemical nutritional assessment are being conducted under the 
authority of Section 351 of the Public Health Service Act. The ex- 
penditure for this activity during fiscal year 1974, including reimburs- 
able agreements, was $300,000. 

Gorpon E. Ropsrns, 
(For Milton Z. Nichaman, M.D.). 
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APPENDIX N 


REQUIREMENTS FOR DATA FROM THE 1977 NATIONWIDE 
FOOD CONSUMPTION SURVEYS FOR SPECIFIED PROB- 
LEM AREAS AND USERS 


INTRODUCTION 


This paper identifies the types of data from the proposed 1977 
surveys of household and individual food consumption needed or 
major categories of problems for which specified Federal agencies have 
authorized responsibility. For each problem-area, topics for reports, 
articles, bulletins, and administrative studies are suggested, along with 
their possible objectives and users. The topics and objectives provide 
the basis for specification of data needs especially for changes from the 
types of data available from the 1965-66 surveys. Finally, the paper 
provides indications of forms for making data and analytical findings 
available to user groups. 

The problem-areas are outlined below: 

I. Public information (U.S. Department of Agriculture-USDA): 
A. Variations and changes in food consumption, diets, and 
dietary adequacy. 
B. U.S. food market in 1977 and changes since 1965-66. 
JI. Food market research and demand analysis (USDA): 
A. Agricultural policy and programs, 
B. Agribusiness problems. 
III. Formulation of food plans at alternative cost levels (USDA). 

IV. USDA food policies and programs: 

A. Relevant to general public. 

B. Dealing with low income families. 

C. Problems of specified population groups. 

D. Food and Nutrition Service’s administrative studies. 

V. Fishery and game problems (National Marine Fisheries Ad- 

ministration-NMF A): 
A. Health related. 
B. Market research. 

VI. Health related problems: 

A. Responsibilities of Food and Drug Administration 
(FDA). 

B. Responsibilities of other agencies in the Department of 
Health Education, and Welfare (HEW) such as 
Public Health Service and Center for Health Sta- 
tistics. 

VII. Scientific problems relevant to (USDA): 

A. Sciences of food and nutrition. 

B. Food technology. 

C. Consumer education. 

D. Survey methodology 
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VIII. Income-related problems—HEW, USDA: 


A. Measurement of poverty. 
B. Evaluation of impact of current income-maintenance 
programs on subsistence levels of specified population 


eroups. 


C. Appraisal of needs for changes in Federal income- 
maintenance program. 


EXAMPLES OF TOPICS IN PROBLEM-AREA 


I. Public information re: 

A. Variations and changes in food 
consumption, diets, and die- 
tary adequacy: 

1. Food consumption of house- 
holds in U.S., 4 regions— 
spring 1977 other seasons and 
year 1977. 

2. Changes in consumption of se- 
lected foods between 1965-66 
to 1977. 

3. Seasonality of consumption and 
price for selected foods. 

4. Dietary levels of households in 
U.S., 4 regions—spring 1977 
other seasons and year 1977. 

5. Changes in household diets be- 
tween 1965-66 and 1977. 

6. Impact of changes in home food 
production on household 
diets. 

7. Food patterns of households 
with good and poor diets. 

8. Food and nutrient intakes of 
individuals in sex-age groups, 
spring 1977—U.8., by re- 
gion, urbanization, and _ in- 
come. 

9. Food patterns of individuals 
with good and poor diets. 

10. Patterns of food intake at home 
and away from home of in- 
dividuals in selected sex-age 
groups. 

11. Variations in individual diets 
among households with home- 
makers having specified char- 
acteristics. 

12. Portion sizes and frequency of 
use for selected foods—by 
sex-age group and area. 





User groups 


OBJECTIVES 


Provide data and brief descriptions of 
current consumption of major foods 
by households grouped by urbaniza- 
tion and income to enhance public 
understanding of current food situa- 
tion and changes since 1965-66. 


Provide data and brief descriptions of 
nutrient supplies: and adequacy of 
household diets in 1977 and com- 
parisons with 1965-66 to inform 
public. 


Supply data on diets of individuals 
during several days (week?), in order 
to inform public about variations in 
diets and problems of particular 
population groups. 


Provide data on variations in intakes 
of individual foods. 


News media, general public, government agencies, the Congress, food industries, 
dietitians and other health specialists, producer groups. 


Data needs 


Food in categories matching 1965-66 data and for matching population groups. 
Family and individual characteristics to expedite specification of particular 


consumer groups 





e.g., ethnic, income. 


Because of inflation, selected sets of 1965-66 data should be given for households 
grouped by income in 1977 dollars to expedite comparisons of the two sets of 


survey data. 
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Forms for output 


‘Survey reports with tables comparable to those in 1965-66 survey reports 1-17, 
but brief narratives of press-release type. Brief articles and short bulletins focused 
on particular population groups and particular commodities. Data tapes without 


sampling unit identification. 


HXAMPLES OF TOPICS IN PROBLEM-AREA 


B. U.S. food market description: 


1. Structure of food market in 1977 
compared with 1965-66. 

2. Cross section indexes of food 
consumption in spring 1977 
and changes since 1955 and 
1965. 

3. Changes in use of processed 
foods and other categories of 
marketing. 

4. Seasonality of food consump- 
tion in 1977 with compari- 
sons. 


User groups 
Food firms and industry groups, 


OBJECTIVES 


Provide basic information on market 


structure and segments for all 
foods and major foods in 1977 and 
historical comparisons for use in 
market research and appraisal of 
country’s food situation. 


agricultural organizations; agricultural 


economic researchers in government agencies, universities, and business; market 


researchers, mass media. 
Data needs 


Maintain comparability with 1965-66 survey data. 


Forms for output 


Articles in USDA periodicals, short bulletins, press releases for food industry 


and agricultural publications. 


EXAMPLES OF TOPICS IN PROBLEM-AREA 


OBJECTIVES 


IJ. Food market research and demand analyses for: 


A. Agricultural policy and programs: 

1. Key factors in changes in food 
consumption and food mar- 
keting 1955 to 1977—all foods, 
major food groups. 

2. Alternative estimates of poten- 
tial domestic consumer de- 
mand for major categories of 
agricultural commodities. 


User groups 


To provide economic 


analyses of 
historical changes in U.S. consumer 
demand for agricultural commodities 
and projections of future changes 
under alternative assumptions for 
use in public and private decision 
making regarding resource devel- 
opment, public subsidies, production 
adjustments, etc. 


U.S. government administrators, farm organizations, Congressional com- 
mittees, land-grant college researchers, resource planners. 


Data needs 


Maintain comparability with 1965-66 survey data for food in marketing groups 


and individual major items. 


Family characteristics, food program participation. 


Forms for output 


USDA bulletins, articles in USDA periodicals and professional journals. 
Detailed data tapes for both 1965-66 and 1977 and seasons. 


EXAMPLES OF TOPICS IN PROBLEM-AREA 


B. Agribusiness: 

1. Factors related to changes in 
U.S. market for specific foods 
and in specified forms. 

2. Marketing implications of 
changes in amounts, place, 
and form of food consumed 
by major population groups. 


OBJECTIVES 


Provide analytical basis for decision 
making in agribusiness firms and 


guidance for food market research. 
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User groups 


USDA administrators, farm organizations, food industry firms and organiza- 
tions, Congressional committees, land-grant college researchers, market research 


groups. 
Data needs 


Data comparable with 1965-66 survey data for food marketing categories and 
major foods, with as much detail on forms of foods and consumer characteristics 


as possible. 
Forms for output 


Survey reports with tables comparable to those in 1965-66 survey reports 1-17, 


but brief narratives of press-release type. 


Brief articles and short bulletins focused on particular population groups and 
particular commodities. Data tapes without sampling unit identification. 


EXAMPLES OF TOPICS IN PROBLEM-AREA 


III. Development of food plant at 
several levels of cost: 

1. Description and uses of revised 
USDA food plans at several 
levels of cost. 

2. Food plans for specified family 
types. 


User groups 


OBJECTIVES 


To develop food plans for use in con- 
sumer education and in administra- 
tion of food and welfare programs. 


Government administrators and welfare agencies, mass media, extension staffs, 
consumer groups, home economics teachers. 


Data needs 


Carefully edited data on money value and quantities of individual foods 
consumed at home by families with various characteristics and improved measures 


of household size and nutrition units. 
Forms of output 


Bulletins, articles in USDA periodicals. 


EXAMPLES OF TOPICS IN PROBLEM-AREA 


OBJECTIVES 


IV. USDA food policies and programs relevant to: 


A. General public: 

1. Relationship of changes in in- 
come—food relationships and 
food resource allocations to 
major economic and social 
trends. 

2. Comparison of variations and 
changes in food consumption 
and nutrient supplies in U.S. 
with those for other devel- 
oped countries. 


3. Relationship of changes in food 
patterns of individuals (a) to 
changes in consumer demand 
for food and food marketing 
services and (b) to changes in 
dietary adequacy. 

4, Identification of food problems 
of consumers grouped by 
family and individual charac- 
teristics. 


User groups 


To appraise the impacts of inflation, 
economic growth, demographic 
changes on household food consump- 
tion. 


To evaluate the current relative food 
and dietary situation of U.S. con- 
sumers in comparison with those in 
Western European countries and 
Japan and how inflation has changed 
relationships. 

To appraise the overall effects of 
changes in food supplies and other 
economic and social changes on food 
patterns of individuals, an aggregate 
consumer demand, and on dietary 
patterns and adequacy. 

To identify broad consumer groups 
with gross types of food and dietary 
problems. 


Government administrators, Congressional committees, international food and 
agricultural organizations, consumer organizations, food industry researchers, 


food and health researchers. 
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Data needs 


‘Data on food used by households at home in a week of 4 seasons and 1977 and 
by individuals based on 24-hour recalls to match spring 1965 data as well as diets 
for several days. Also nutrient supplies based on several sets of food data. Need 
alternative measures of household size and nutrition units so must get more 
complete counts of meals eaten by household members in week. 


Forms for output 


Articles in USDA periodicals and scientific journals. Brief bulletins. Detailed 
data tapes with foods classified on nutritional bases and with matching nutrient 
data for use by researchers in government agencies, universities, and private 
research organizations. 


EXAMPLES OF TOPICS IN PROBLEM-AREA OBJECTIVES 


B. Low ineome people: 
1. Alloeation of food resources re- To measure effects of demographic 


lated to family size and com- characteristics on food expenditures 
position and to stage in family of low income people for use in plan- 
life cycle. ning and administering food pro- 
grams. 
2. Interrelationships among several To measure the impact of poverty on 
aspects of poverty, food pat- diets and the possibilities for im- 
terns, and adequacy of house- provement. 


hold diets and of diets of indi- 
vidual family members. 

3. Food consumption and dietary To evaluate the effects on dietary ade- 
adequacy of households and quacy of certain government pro- 
individuals participating and grams. 
not participating in govern- 
ment food and/or welfare pro- 


grams. 
4. Possible alternatives for im- To summarize the implications of rela- 
provements in diets of low- tionships between dietary adequacy 
income individual and families. and specific food patterns for choices 


among alternative programs to in- 
crease food purchasing power. 
User groups 
Government administrators, Congressional committees, welfare agencies con 
sumer organizations, special interest groups, university researchers. 


Daia needs 

Money value and quantities of major foods and all foods consumed at home by 
households, their nutrient contents, and the family characteristics as well as counts 
of all meals (including snacks) eaten in a week at home and away. Also, detailed 
data on foods eaten, time and place of eating for every individual in household 
for number of days still to be determined. Careful measurement of income (pos- 
sibly including nonmoney income) and of nonpurchased foods; need probing 
questions regarding current and recent participation in specific government 
programs. 


Forms for output 


Articles in USDA and professional periodicals. Short bulletins. Detailed data 
tapes for use by researchers in universities, other government agencies, and private 
research organizations. 


EXAMPLES OF TOPICS IN PROBLEM-AREA OBJECTIVES 


C. Selected groups of households 
and of individuals: 
1.Consumption of major foods To measure relationships of potentially 


and dietary problems of each important factors to food and 
selected population group and dietary problems of selected groups 
appraisal of their relationships. such as blacks, Spanish Americans, 


farm families in particular regions. 
) 
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EXAMPLES OF TOPICS IN PROBLEM-AREA OBJECTIVES 
2. Potential benefits of specified Starting from known dietary problems, 
minimal changes in food pat- examine variations in food patterns: 
terns of groups based on within group to determine cultural 
certain criteria (e.g., race, possibilities of minor changes to 
ethnic background, farm achieve dietary adequacy. 
operators). 


User groups 

Government researchers and administr tors, special interest groups, university 
researchers. 
Data needs 

Additional family characteristics such as race, ethnic background, religious: 
food practices, occupation and education of all adults, identification of pregnancy, 
specification of ethnic foods. 
Forms of output 

Articles, short bulletins, data tapes for special groups. 


EXAMPLES OF TOPICS IN PROBLEM-AREA OBJECTIVES 
D. Programs of Food and Nutrition 
Service: 
1. Food consumption and dietary To appraise effects on diets of parti- 


patterns of participants and cipation in FNS programs. 
of nonparticipants with com- | 
parable characteristics. 

2. Multivariate analyses of critical To measure relative importance of 


factors in food and nutrient socioeconomic factors related to 
patterns of participating program participation and to food 
households and _ individuals patterns of participants and non- 
and comparable nonpartici- participants. 

pants. 

3. Cost-benefit analyses of alterna- To identify criteria for evaluation of 
tive programs to improve alternative dietary improvement pro- 
dietary levels of specified grams and to evaluate their costs- 
population groups. and benefits. 


User groups 

Government administrators, special interest groups, Congressional committees,. 
health researchers. 
Data needs 


Detailed data on various forms of money and nonmoney income, program 
participation. Additional family characteristics and possibly some family value 
measures. 


Forms of output 


Articles, short bulletins, data tapes for low income households and individuals. 
for use of researchers in other government agencies and universities. 


EXAMPLES OF TOPICS IN PROBLEM-AREA OBJECTIVES 


V. Related to fishery products and game 
(National Marine Fisheries Serv- 
ice): 
A. Health related problems: 
1. Variations in consumption of To have detailed data tapes for analysis 


particular species of fish and of consumption patterns for fish to 
in intakes of microconstitu- appraise potential health hazards of 
ents. microconstituents. 


2. Contributions of fish consump- 
tion to intakes of microcon- 
stituents. 
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EXAMPLES OF TOPICS IN PROBLEM-AREA 


B. Market research: 
1. Socioeconomic factors related to 
variations and changes in 
household fish consumption. 


2. Projections of consumer demand 
for major species and forms of 
fish and shellfish. 


User groups 


OBJECTIVES 


To specify the structure of 1977 con- 
sumption market and to measure 
relationships of major factors to 
variations and trends in consump- 
tion. 

To make projections of consumer de- 
mand to help the fishing industry 
prepare for changes by shifts in 
investment in production and mar- 
keting facilities. 


Government administrators and researchers, fisheries industries, ecologists, 


health researchers, consumer groups. 
Data needs 


Detailed data on several days’ diets, as in HEW needs, and details on general 
types of fish and on specialty items containing fish, forms, place of consumption, 


seasonal variations. 
Forms of output 


Bulletins, articles, administrative reports, detailed data tapes. - 


EXAMPLES OF TOPICS IN. PROBLEM-AREA 


VI. Health related—HEW: 
A. Food and Drug Administration’s 
‘area of responsibility: 
1. Variations in intake of individual 
. foods, nutrients, and specified 
harmful substances by indi- 
viduals with specified charac- 
teristics. 


B. Center for Health Statistics, Pub- 
lic Health Service, NIH: 

1. Epidemiology of major dietary 
problems. 

2. Comparison of health survey 
findings re nutritional status 
and 24 hour diets with varia- 
tions in individual food in- 
takes based on 1977 survey. 


User groups 


OBJECTIVES 


To use detailed data tapes to evaluate 
possible effects of alternative admin- 
istrative decisions such as maximum 
levels of chemicals or nutrient 
supplements or any other hazardous 
substance. 


To appraise relationships between 
current diets and health problems of 
subgroups in the population. 


Government administrators, Congressional committees, health researchers, food 


and drug industries, consumer groups. 
Data needs 


Diets of individuals for as many days as possible without biasing food patterns 
or reporting. As much detail about foods used as respondents can report, especially 
re fortification, enrichment, additives. Need height, weight, and some health 
characteristics of individuals to relate food pattern data to health survey data. 


Forms for output 
Detailed data tapes for administrative use and for researchers’ use in univer- 
sities and private research organizations, articles, administrative reports. 


EXAMPLES OF TOPICS IN PROBLEM-AREA OBJECTIVES 


VII. Scientific problems related to: 
A. Sciences of food and nutrition: 

1. Variations in food consumption To measure relationships among (a) 
and dietary intake among individual and family characteristics 
families and individuals with and (b) variations in food consump- 
varying characteristics. tion and (c) variations in intakes of 

major nutrients so as to provide 
solid basis for linking observed human 
behavior and experimental research, 
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EXAMPLES OF TOPICS IN PROBLEM-AREA 


2. Changes in food patterns of 
selected sex-age groups and 
factors related to them. 

3. Factors related to dietary ade- 
quacy of individuals at var- 
ious stages in life cycle. 


4. Evaluation of relative impor- 
tance to dietary adequacy of 
consumers’ food and nutrition 
knowledge, food industry 
practices, and government 
programs. 

5. Development and testing of 
generalizations regarding food 
consumption patterns and 
food-income relationships. 

6. Evaluation of alternative ap- 
proaches to solving dietary 


problems among teenagers, 
elderly people, and _ other 
specific population groups 


indicated by the 1977 survey 
and identification of needs for 
specified types of research. 

7. Effects of changes in RDA on 
evaluation of dietary ade- 
quacy. 

8. Significance of major meal pat- 
terns for relationships be- 
tween nutrient ratios in ob- 
served diets and comparisons 
with ratios derived from 
RDAs. 

9. Effects of revised procedure for 
calculating nutrition units on 
measures of variability in 
household diets and of their 
adequacy. 


User groups 


OBJECTIVES 


To test hypotheses developed from 
cross-sections with data on changes 
between surveys in 1965 and 1977. 

To determine the extent to which the 
relationships of dietary adequacy to 
socioeconomic factors vary with 
age. 

To improve the scientific basis for 
evaluation of alternative programs 
for dietary improvement especially 
to overcome food fad industry over- 
sight and to evaluate programs such 
as nutrient labels. 

To develop scientific basis for project- 
ing changes in consumption. 


Based on measurements of relationships 
and known patterns of variations, to 
identify ranges and possible changes 
in dietary intakes that might result 
from alternative approaches such as 
educational programs, fortification, 
genetic changes. Then identify the 
areas for further research. 

To measure the impact of changes in 
RDA on proportions of the popula- 
tion falling below the standards. 

To appraise differences between ratios 
of nutrients implicit in Recom- 
mended Dietary Allowances and 
those derived from observed diets 
of particular sex-age groups. 


To measure the effects of combining 
age groups in households according 
to observed ratios to observed in- 
takes of moderately active younger 
men instead of the ratios calculated 
from RDAs as well as using a 
possible new procedure for taking 
account of meals eaten away from 
home. 


University teachers and researchers in foods and nutrition, researchers in 
government agencies and private research foundations concerned with food 
sciences, food economics, and human nutrition and health. 


Data needs 


Household data on food consumption comparable to those obtained in 1965-66 
plus additional information on family characteristics, kinds of meals eaten away 
from home by each family member, matching 24-hour intakes by recall, and 
dietary data for individuals for additional days. Also a brief test of nutrition 


knowledge of homemakers. 
Forms of output 


Professional articles in scientific journals, research bulletins to report technical 
analyses and findings, detailed data tapes for use by other researchers. 


EXAMPLES OF TOPICS IN PROBLEM-AREA 


B. Food technology: 


OBJECTIVES 


1. Socioeconomic factors related to To measure consumer demand for re- 


consumption of 


with different characteristics. 


particular 
foods in different forms and 


cent and potential technological 


developments. 
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To appraise consumer demand and 
relevance of technological develop- 
ments to dietary improvement. 


2. Importance of changes over last 
decade in use of prepared foods 
to consumer demand and to 
changes in dietary adequacy. 

3. Projections of changes in con- 
sumer demand for food mar- 
keting services and for engi- 
neered foods. 


To appraise possible future demand for 
products of technological research. 


User groups 

Government administrators, food technologists in food industries and univers 
sities, food industry planners. 
Data needs 


As detailed information as respondents can provide on forms and product 
characteristics of food consumed as well as consumption data consistent with 
earlier surveys and additional family characteristics and basic meal pattern 
information. 


Forms for output 


Articles in government periodicals and professional journals, special reports 
and bulletins, detailed data tapes with product and family characteristics. 


EXAMPLES OF TOPICS IN PROBLEM-AREA 


C. Consumer education (see also VI 
and VII A above): 
1. Food management behavior in 
1977 of families with specified 
characteristics. 


2. Appraisal of variations in food 
buying practices of families 
with specified characteristics 
and of directions of changes. 

3. Economies of scale in food buy- 
ing measured by multivariate 
analyses. 

4. Benchmark data for  self- 
appraisal of food allocations. 


5. Appraisal of relative costs of spe- 
cific resources, such as nu- 
trients, food processing, other 
food marketing services, home 
preparation time, used in food 
consumption subsystem of the 
family food economies. 

6. Relationship of 1977 patterns of 
eating of families and individ- 
uals with selected characteris- 
tics to socio-economic factors 
and to dietary adequacy. 


7. Implications of changes in rela- 
tionships among socioeconomic 
characteristics, food patterns, 
and dietary adequacy. 

8. Effects of alternative measures 
of levels of food consumption 
and nutrient supplies and 
changes from 1965-66 to 1977 
evaluation of needs for con- 
sumer education. 


OBJECTIVES 


To measure factors related to different 
types of food management behavior 
in order to identify needs for con- 
sumer education and to plan educa- 
tional programs. 

To appraise consumer food buying 
problems and the priorities for con- 
sumer education. 


To take into account major factors 
other than family size in appraising 
higher food costs of small families. 

To answer consumer question: How do 
other families like us spend their 
food money? 

To provide sound bases for consumer 
education in food buymanship to 
maximize consumer satisfaction. 


Tw measure relative importance of 
socioeconomic factors in variations 
in eating patterns and of eating 
patterns to dietary adequacy in 
order to focus educational efforts on 
key problems and particular to the 
content of educational programs. 

To contribute to improvements in 
focus and content of consumer 
education. 


To evaluate the statistical bases and 
procedures available for messure- 
ment of variations and changes in 
diets in order to improve the 
rationale for consumer educaticn, 


196 


User groups 


Government administrators in local, state, and federal education; researchers 
and teachers in consumer education, consumer groups, legislative committees. 


Data needs 


Detailed information on processed forms of foods consumed, more information 
on family and homemaker characteristics, possibly some data on homemakers’ 
time allocation for food preparation, data on meals eaten by individuals by place 
and time and items included for several days, possibly indications of consumer 
knowledge relative food costs. 


Forms of output 


Articles in government periodicals and professional journals, government 
bulletins at both technical and semipopular levels, detailed data tapes for use by 
university researchers. 

D. Survey methodology: 

1. Variability of food intakes of To appraise the statistical significance 


major population groups in of measurements based on one day 

relation to shorter and longer intakes in comparison with data 

time periods and appraisal. of based on several days’ diets. To 

effects of alternative measures evaluate relative validity of al- 

of food consumption. ternative measures of food consump- 
tion. 

2. Evaluation of the effects of To appraise the statistical bases for 
alternative measures of nu- © measurements of variations and 
trient supplies and of nu- changes in diets and of factors re- 
trient standards on relation- lated to them. 


ships of dietary adequacy to 
__ socioeconomic factors. . 
3. Comparison of levels of food To evaluate the reliability of alterna- 


consumption and diets meas- tive measures of food consumption 
ured by 1977 survey with and the statistical bases for analyti- 
estimates derived from food cal work. 


disappearance data. 


User groups 
_ Statisticians in government agencies, universities, food industries, and market 
research firms, as well as government and business administrators and researchers. 
Data needs 
Detailed data on consumption, dietary patterns, family characteristcs. 
Forms of output 


Articles in government and professional periodicals, statistical bulletin, de- 
tailed data tapes. 


EXAMPLES OF TOPICS IN PROBLEM-AREA OBJECTIVES 


VIII. Income-related problems: 
A. Measurement of the incidence of 
poverty (HEW-SSA): 
1. Updated estimates of regional To provide public and government ad- 


and urbanization distribu- ministrators with reliable informa- 
tion of the poor. tion on incidence of poverty. 

2. Family and economic char- To provide supplementary information 
acteristics of the elderly for public decision-making on pro- 
poor. grams for retirement income. 


’ B. Evaluation of current income-main- 
tenance programs (HEW-SSA, 
AOA, SRS, AFPE): 
1. Dietary adequacy and food To evaluate the impact on current 


program participation of income-maintenance programs on 
households and individuals subsistence levels of specified pop- 
participating and not par- ulation growth. 


ticipating in specified pro- 
grams such as SSA, SSI, 
AFDC, 
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2. Evaluation of costs and bene- To provide government administra- 


fits of alternative programs tors and the Congress with economic 
to assure minimum subsis- appraisals of program alternatives, 
tence levels for specified particularly income-maintenance 
population groups. vs. consumer food subsidies. 


‘User groups 

Statisticians, administrators and professional staffs of government agencies 
and universities and of private organizations concerned with public welfare of 
particular population groups. 


Data needs 

Supplementary samples of specified groups of households and individuals to 
obtain detailed information on participation and nonparticipation in Federal 
and state programs for food subsidies and for income maintenance. 


Forms of output 
Administrative reports, articles in government and professional periodical 
statistical bulletins. 
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INTRODUCTION 


In preparing recommendations and seeking solutions to the nation’s 
nutrition problems and needs, it is often helpful to view them in his- 
torical. perspective—that is, in relation to the concerns and problems 
identified over time, the recommendations and solutions proposed, 
and the actions or programs which were implemented as well as 
those which “fell by the wayside” with no viable response or followup. 

This summary paper highlights some of the recommendations re- 
lated to nutrition at the national level made over the last hali-century 
by various agencies, groups and organizations. In trying to evaluate 
‘their historical significance, it is helpful to recall the climate of the 
times is which they were issued or set forth. In other words, the con- 
‘cerns, problems and trends affecting.the nutritional health of the 
nation, the resources available and the state of the art prevalent at 
any one time. Reflecting on the sowrce of the recommendations as well 
as on the possible rationale which led to their existence is also useful. 

The selected recommendations are presented by decades with a few 
comments relative to the events of the time which may have influenced 
their development. Because of limitations on the time available for 
compiling and editing this material, it was not possible to complete 
an exhaustive literature search. Rather, selected highlights are pre- 
sented with the hope that they will help to deepen one’s appreciation 
of the evolution of nutrition programs and services in the United 
States and one’s understanding of the recurring themes of nutritional 
-concerns which have spanned the years. 


1917-1929 


Awareness that many of the conditions responsible for rejection in 
Selective Service examinations were attributed to causes that might 
have been prevented or corrected by proper nutrition in early life and 
_a desire to make conservation and efficient use of available food a na- 
tional habit led to the calling of several major conferences related to 
foods and nutrition during the World War I years. 

In April 1917, the Secretary of Agriculture called a meeting in St. 
Louis which was attended by State Commissioners of Agriculture, 
representatives of the Land Grant Colleges and the press. A similar 
conference was held at Berkeley, California, on April 13. Recom- 
mendations included the conservation of grains, meats, fats and sugar 
through campaigns to educate the public to eat more vegetables and 
dairy products. 

In June and July 1917, The United States Food Administrator 
called representatives of agencies through which groups of people 
might be reached into conferences in order to initiate the food cam- 
paign to familiarize the American people with nutrition concepts. 
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In 1918, the Children’s Year Campaign was launched under the 
leadership of the Children’s Bureau and the Council of National De- 
fense. This year culminated in a series of nine conferences called 
by the Children’s Bureau in cities across the nation to formulate 
“minimum standards for the public protection of the health of mothers 
and children.” Among minimum recommendations adopted by the 
conferences were the following relating to food and nutrition: 

Adequate diets were to be taught by home visits to mothers of 
infants and pre-school children. 

Centers for child health supervision were to include a nutrition 
clinic. 

Open-air classes and rest periods should be established for pre- 
tuberculous and certain tuberculous children, and children with 
grave malnutrition. 

In schools with more than 1,000 children, a full-time school 
nurse should give instruction in personal hygiene and diet, and 
make home visits to instruct mothers in principles of hygiene. 

Treatment should be provided for all remediable defects, dis- 
eases, deformities and cases of malnutrition. 

Nutrition classes should be conducted for physically subnormal 
children and mid-morning lunches or noon meals provided when: 
necessary. 

Adolescents should have an ample diet with special attention: 
to growth-producing foods. 


THE 1930’s 


These years witnessed an expansion in the knowledge of human 
nutrition, child growth and development, disease prevention and 
scientific agriculture. The serious economic depression eclipsed many 
other events of the time as did the periods of drought which threatened 
the adequacy of the nation’s food supply. 

In 1930, the White House Conference on Child Health and Protec- 
tion was called. Among its tasks was “to make recommendations as 
to what ought to be done and how to do it, in order to make optimal 
nutrition possible for the children of our country.” Nutrition received’ 
major attention nd eleven recommendations related to nutrition serv- 
ice for child health and protection were made. These were: 

That nutrition work be recognized as a basic part of every dis- 
trict, county or community program for child health and pro- 
tection. 

That nutrition programs in public health and welfare agencies 
and educational systems be organized under accepted medical 
direction. 

That a determined effort be made to create a nutrition con- 
sciousness through magazines, newspapers, exhibits, lectures, 
literature, the radio, etc. 

That one or more qualified nutritionists, either on full-time or 
part-time, be connected with every child health program. 

The nutrition service in a community be intelligently co- 
ordinated. 

_ That every worker employed as a nutritionist have training 
in nutrition, chemistry of food ‘and allied sciences, child psy- 
chology, and methods of teaching. 
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That facilities be developed for the training of nutritionists in 
preventive measures, social problems, food economics, etc. 

That schools training public health and welfare workers other 
than nutritionists provide not less than fifteen to twenty hours of 
instruction covering nutrition fundamentals, food economics, and 
budgets. 

That importance and value of nutrition work in the child health 
‘program be demonstrated. 

That nutrition service be made available to communities unable 
to finance a complete nutrition program through stimulation of 
private and public agencies. 

That a suitable committee be organized to further investigate 
the nature and scope of work which is being done in nutrition and 
the results obtained. 

In October 1933, a Vateonal Conference was called by the Secretary 
-of Labor to consider plans for stimulating nationwide interest in 
health of children in families affected by the economic depression. 

Reductions in appropriations for child health services were known 
to be serious, and available evidence indicated an increase in the num- 
ber of undernourished children and a decrease in the amount of medi- 
cal care being given in some states and local communities, especially 
during the winter of 1982-33. 

Recommendations from this conference included the institution of a 
nationwide program to locate undernourished children and to formu- 
late methods of overcoming malnutrition by more adequate feeding 
and medical care. It was understood that states would modify sugges- 
tions made in accordance with their individual needs. 

Concern and interest in nutrition was not confined to the United 
States only. In August 1937, a meeting was called of the Mixed Com- 
mittee of the League of Nations on the Relation of Nutrition to Health, 
Agriculture, and Economic Policy. 

Set up in 1935, the Mixed Committee on the Problem of Nutrition 
studied both the health and economic aspects of the nutrition problem. 
It included agriculture, economists and health experts, representatives 
of the Advisory Committee on Social Conditions, the International 
Labour Organization, and the International Institute of Agriculture. 
Its recommendations to Governments included the following: 

Encourage and further support scientific study of nutrition 
problems with a view to ascertaining optimum nutrition for each 
country. 

Take appropriate measures to ensure that the latest informa- 
tion about nutrition is included in the teaching of medical stu- 
dents and medical practitioners. 

Conduct vigorous policy of education on popular nutrition for 
the instruction of the general public in this subject. 

Support Health Organization of League in its technical com- 
mittees work as well as in fields of public health and preventive 
medicine. 

Facilitate and promote international cooperation in education. 

Consider steps needed, at public charge or otherwise, to meet 
nutritional needs of low-income sections, particularly the means 
by which they might ensure that an adequate supply of food, espe- 
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cially safe milk, should be available for expectant and nursing 
mothers, infants, children, and adolescents. 

Consider steps needed to meet nutritional needs of adults, un- 
employed or otherwise in distress. 

Take steps to make food supplies available at prices within 
reach of all classes in the community while at the same time safe- 
guarding the interests of the producers. 

Set up standards of reference and specifications for grading 
food of all kinds according to quality. 

Consider whether modification of their general economic and 
commercial policy is desirable in order to ensure adequate:supplies 
of foodstuffs and in particular, to assist the reorientation of agri- 
cultural production necessary to satisfy the requirements of sound 
nutrition. 

Coordinate work done by different authorities which affects nu- 
trition of the people and in the absence of central authority, set 
up a special body for this purpose. 

Collect information on food consumption. 


THE 1940’s 


The forties brought continued advances in nutrition science, includ- 
ing the release of the first recommended dietary allowances, and in 
food technology, significant changes in family life with more women 
enternig the labor force and the many adjustments associated with 
World War IL. 

In 1940, the White House Conference on Children in a Democracy 
was held. 

Coming after ten years of economic depression, this conference 
focused on the interplay of the concept of democracy and the consider- 
ation of particular needs of children. Nutrition recommendations 
forthcoming from this conference included: 

Nutrition service when needed should be provided as a part of 
complete service for maternity care and care of newborn infants. 

More effective nutrition services should be included in preven- 
tive and curative medical services for all infants and children 
through private resources or public funds. 

The nutrition highlight of this decade was the landmark National 
Nutrition Conference for Defense held in Washington, D.C. in 
May 1941. 

With the world situation stimulating interest in food and nutrition 
not only as a defense measure but as a part of a long time plan for the 
development of a stronger, healthier nation, the President convened the 
1941 conference with the hope that it would “make recommendations 
to solve nutrition problems at national, state and community levels as 
an essential part of defense and as a part of a continuing national 
health and welfare program.” During the sessions of the conference a 
State of Unlimited National Emergency was proclaimed and the con- 
ference pledged its full support in mobilizing national resources to 
meet the national emergency in addition to urging the following 
twelve lines of attack on malnourishment. 

The use of Recommended Dietary Allowances as a general goal 
for good nutrition in the United States and as a yardstick by 
which to measure progress toward that goal. 
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Translation of the Recommended Dietary Allowances and other 
technical material into terms of foods and meals suitable for dif- 
ferent economic levels and culture preferences. 

Research to add to present knowledge of nutritional needs of 
individuals, nutritional status of groups, etc. 

More widespread education of doctors, dentists, social service 
workers, teachers, and other professional workers in the newer 
knowledge of nutrition. 

The mobilization of every educational method to spread the 
newer knowldege of nutrition among laymen. 

Mobilization of all neighborhood, community, state and na- 
tional organizations and services that can contribute in any way 
to raising the nutritional level of the people of the United States. 

Vigorous and continued attack on the fundamental problems of 
unemployment, insecure employment, and rates of pay inadequate 
to maintain an American standard of living. 

Full use of any practical devices, such as the so-called Stamp 
Plan, free school lunches, and low cost milk distribution which 
could bring nourishing, adequate meals to those who could: not 
otherwise afford them, and at the same time help to distribute 
food surpluses at a fair return to the farmer. 

Efforts to improve food distribution, including processing, mar- 
keting, packaging, and labeling, to bring about greater economies 
for the consumer. 

Encouragement in all practical ways of greater production by 
agriculture of the foods neded in more abundance, according to 
the newer knowledge of nutrition in the average American diet. 

Equally, encouragement in every practical way of more produc- 
eo for home use by rural people, especially those at low income 
seVEIS. 

The “enrichment” of certain staple food products, such as flour 
and bread, with nutritive elements that have been removed from 
them by modern milling and refining processes. 

Except for food stamps and school lunch, the recommendations of 
this conference were well implemented. Due to food shortages, short- 
ages of personnel and full employment, the food stamp plan was dis- 
continued on March 1, 1943. The school lunch program was continued, 
but because of world need for food during World War II and the post 
war period, the program was not expanded. The National School 
Lunch Act, approved June 4, 1946, established this program on a con- 
tinuing basis with an annual appropriation for cash grants to the states 
and bulk purchases by the United States Department of Agriculture 
for distribution to participating schools. The Abundant Foods Pro- 
gram, later known as the Plentiful Foods Program, an informational 
service, was begun in 1945. As a result of the cooperative interagency 
activities undertaken during the war, a nutrition planning committee 
made up of representatives of various federal agencies concerned with 
field activities in nutrition was established. 

In 1942, the Committee on Nutrition in Industry, National Research 
Council, developed several recommendations relating to the diets and 
nutrition of defense workers. These included : 

Nutritious meals of natural foods at prices the workers are ac- 
customed to and can afford to pay should be made available in all 
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plants engaged in production for war or defense purposes, except 
in small plants where the worker may obtain such means from 
private sources in the free time at his disposal. Any meal served 
in the plant should contribute at least one-third of the daily re- 
quirements of specific nutrients recommended by the Food and 
Nutrition Board of the National Research Council. 

The practice of serving food between meals to workers has 
given good results and is recommended. Milk, fruit and tomato 
juices are to be preferred as beverages, and other foods which are 
served should include the necessary nutrients. Thus, when bread is 
served it should be enriched white bread or a whole grain product. 

Choice of foods served in the plant should be determined by a 
trained dietitian or nutritionist. Brief study of workers’ diet will 
enable the dietitian to make up menus calculated to compensate 
for the ordinary inadequacies. The employment of a dietitian or 
nutritionist by the plant is reeomemnded. 

Suitable educational material should be presented in connection 
with cafeteria service or supplementary lunches to stimulate ac- 
ceptance of the meals planned or the selection of good meals when 
there is a choice of foods. 

Measure should be taken by the appropriate subdivision of 
government to condition nutritionally those classes of the popu- 
lation which are likely to become workers in war or defense 
industries. 

It is recommended that adequately controlled studies be con- 
ducted in selected war or defense industries to determine the facts 
concerning the influence of diet and nutrition on health, working 
capacity, incidence of accidents, absenteeism and the psychological 
state (industrial unrest). 

In April 1945, the Food and Nutrition Board, National Research 
Council, adopted a “Recommendation for Peacetime Continuation of 
the Industrial Nutrition Program.” Activities suggested were the con- 
tinuation of a governmental nutrition program for industrial workers 
beyond the conclusion of the war with the objective of protection of the 
health of the worker and his family. It was recommended that such a 
nutrition program 

Be integrated with other industrial hygiene and medical pro- 
grams and developed cooperatively with state and local health 
agencies. 

Be correlated with similar nutrition programs for other groups 
in the community. 

Include the development of effective educational techniques and 
the stimulating and sponsoring of research on food needs, food 
habits and the nutritional status of workers (with the needs of 
women workers calling for particular attention). 

Include, whenever possible, surveys of the need for supple- 
mentation of the workers’ diets. 

Although not a conference per se, the Survey of Nutrition Programs 
and Organization in Federal Agencies conducted in 1945 by the Bu- 
reau of the Budget is worthy of mention. 

This survey explored the question of the type of nutrition work 
which the Federal Government should undertake on a long term basis, 
and how that work should be organized. Expanding prewar plans for 
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raising national nutritional levels, the federal war nutrition program 
brought together the several public and private agencies concerned 
with nutrition at federal, state and local levels of government and at- 
tempted to stimulate and link together and to ascerain administrative 
accomplishments of the program which should be conserved for the 
future and to segregate any phases of the program suited only for war- 
time. Recommendations included the following : 

Arrangements should be made for continuing the coordination 
of federal agencies on a long-term basis. 

Federal agencies interested in the effectiveness of Federal-State 
health and education programs, ought to encourage the develop- 
ment of state interagency coordinating committees. 

The need for coordinating nutrition programs of the bureaus 
and offices remains after the expiration of the War Order assign- 
ing such responsibility to the War Food Administrator. Peace- 
time responsibility for leadership should be clearly assigned by 
Executive Action. 

The Federal Interagency Committee, made up of representa- 
tives of each of the federal agencies having field programs should 

- be retained because of its long term possibilities and should form 
several subcommittees. 

State agency coordination is desirable and ought to be con- 
tinued, probably by a state interagency coordinating committee. 
Such committee should utilize the subcommittees and designate 
an individual to serve as secretary or staff assistant. 

Federal bureaus and offices should encourage continued exper- 
imentation by the state agencies with various methods for develop- 
ing the community programs designed to raise nutritional levels. 

Some suitable arrangement is needed whereby national food 
industry advertisers can submit their advertising, prefably on a 
voluntary basis, to a central point in the Federal Government for 
clearance. 

Federal bureaus and offices should contract for National Re- 
search Council’s services, as needed, on a specific project by project 


basis, 
The 1950’s 


The influence of nutrition and health on the productivity of popu- 
lation groups was becoming more appreciated. A revolution in produc- 
tivity resulted in mounting agricultural surpluses. Food science and 
technology was moving ahead. Developments in transportation and 
communications were creating a still smaller world. Unemployment 
was less of a problem. More women were working and food consump- 
tion patterns were changing. The United States was becoming more 
aware of the needs of more of the groups at high nutritional risk in 
the population such as the elderly and the ill. 

In 1950, the Subcommittee on Diagnosis and Pathology of Nutri- 
tional Deficiences, Food and Nutrition Board, National Academy of 
Sciences, made the following recommendations to increase the interest 
of both state and local health agencies in the opportunities for service 
to the public along nutritional lines and facilitate the process of getting 
nutrition education to both the general practitioner of medicine and 
the lay population. 
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The full application of the science of nutrition to public health 
requires the integration and coordination of activities relating to 
diets, general and special, to education, and to medical nutrition. 

Ideally, all nutrition activities should be coordinated in a spe- 
cific unit of the health department under the leadership of a phy- 
sician with special training in nutrition and with the assistance of 
nutritionists and a biochemist. 

Nutrition units would assume responsibility for initiating and 
directing programs appropriate to deal with nutrition problems 
in the state. They should serve in a consultant and advisory ca- 
pacity to all divisions of the health departments, supervise the 
training of personnel in various aspects of nutrition and cooperate 
with agencies throughout the state in formulating a broad nutri- 
tion program. 

A state nutrition council should be of great assistance in pro- 
gram planning and coordination of effort. 

The nutrition unit of the state health department has a major 
responsibility in developing a program and services which are 
adequate for the protection and promotion of nutritional health 
of the people. 

That same year, the Widcentury White House Conference on Chil- 
dren and Youth was called. The purpose of this conference was to 
consider how we can develop in children the mental, emotional and 
spiritual qualities essential to individual happiness and to responsible 
citizenship and what physical, economic and social conditions are 
deemed necessary to this development. Among the numerous recom- 
mendations was the following specifically related to nutrition: 


That school lunches be provided and that children unable to 
pay for their lunches be furnished them free, without being dif- 
ferentiated from the children who pay. 


In 1952, the National Food and Nutrition Institute was held in 
Washington. The eleven years that had elapsed between this conference 
and its predecessor apparently saw great improvement in the nutri- 
tional status of the United States population. Representatives of the 
medical profession reported that it was difficult to find a clinical case 
of nutritional disease to study. The incidence of vitamin deficiency 
disease began to decline soon after the national program for the en- 
richment of white bread was inaugurated. 

The conference, basking in these optimistic reports, turned its atten- 
tion to obesity, the degenerative diseases, and combating food quackery. 
However, certain other problem areas were noted, including the need 
for more research on standards for evaluating nutritional status, the 
slight but ominous decline in the production and consumption of dairy 
products, and the need for a continuous educational effort, particularly 
with school children, to maintain nutritional awareness 1n succeeding 
generations. 

Recommendations forthcoming from this conference included : 


That greater quantities of nonfat milk solids be channeled into 
human consumption and more effective use made of this valuable 
food. 

That more attention be directed to the consumption of foods 
that are natural sources and good carriers of calcium and that 
enrichment of bread with calcium be considered. 
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_ That more attention be given to inclusion of nutrition informa- 
tion in food distribution programs. : | 

That there be more coordination between federal, state and local 
agencies In relation to emergency food planning. 

That attention be given to multiple approaches to achieving 
good nutritional status, e.g., adequate income, enrichment and 
fortification, good health care, adequate therapeutic services, ete. 

That more careful planning be done for effective evaluation of 
nutrition education. 

_ That more training in nutrition be provided for school admin- 
istrators, teachers, etc. 

That more attention be directed to the role of nutrition in deal- 
ing with chronic disease. | 

That consideration be given to changing the methods of con- 
ducting hearings on food standards. 

That food additives be shown to be safe before used in foods. 

That nutrition programs be coordinated for maximum 
effectiveness. 

In April 1957, the Third National Nutrition Education Conference 
was convened with the theme of increasing the effectiveness of nutri- 
tion education. Suggestions for improvement in nutrition education 
included training in nutrition education for teachers, health workers, 
social workers, and school lunch personnel; concentration of effort on 
preadolescent youth; and correlation of nutrition education with gen- 
eral education, with peer group leaders such as athletes, with partici- 
patory democracy in education, and with enjoyment of food. The more 
effective use of the mass media was stressed and attention was focused 
on accommodating desirable nutritional patterns to ethnic and socio- 
cultural food customs. At several sessions the question of the effect of 
advertising on food consumption patterns was raised, for example: 
“It is really very, very interesting as well as appalling sometimes to see 
how much parents’ selection of various foods is determined by chil- 
dren’s requests based on what they hear on television or radio.” 

Specific recommendations were as follows: 

That the United States Office of Education encourage states 
to make nutrition education a part of the elementary teacher’s 
preparation. That information as to where this is now being done 
be secured and published in Nutrition Committee News. 

That a conference similar to this one be called for leaders in 
elementary and secondary education in order to explore ways of 
making nutrition education more effective and incorporating it 
into the teacher education program. 

That the Interagency Committee consider the advisability of 
sponsoring or promoting regional conferences in nutrition edu- 
cation followed by state conferences. 

That the conference go on record as favoring more emphasis on 
nutrition education during medical and dental training. 

That more nutrition information in simple, nontechnical lan- 
guage be made available to the lay public in the form of popular 
leaflets and magazine articles. 

That each Nutrition Council serve as a clearing house on in- 
formation and misinformation on nutrition and take responsi- 
bility for keeping the public informed. 
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That state and local nutrition committees sponsor and encourage 
additional refresher courses in nutrition. 

In 1958, the National Conference on Nursing Homes and Homes for 
the Aged was called by the Public Health Service. This conference was 
concerned with the increasing number of the Nation’s chronically ill 
and infirm aged being cared for in nursing homes and homes for the 
aged. Fourteen recommendations were made to i improve nutrition serv- 
ices for those who use such facilities. These included the following: 

That nutritional needs of persons should be met in accordance 
with the Recommended Dietary Allowances adjusted for the pop- 
ulation concerned. At least three meals per day should:be pro- 
vided with not more than a 14-hour span between a substantial 
evening meal and breakfast. 

That food service should meet the nutritional needs of the pa- 
tients and residents through foods. Nutrient concentrates should 
be given only on the prescription of a physician. 

Any processed foods served should be processed by safe and 
approved methods—foods should be prepared in ways that con- 
serve nutritive value. 

The licensing agency should assume responsibility for educa- 
tion and training in all phases of food service for all personnel 
in nursing homes and homes for the aged. 

A national project should be conducted to develop a cost ac- 
counting system specifically for such facilities and appropriate 
forms developed. 

Further studies of nutritional requirements of the aged in these 
facilities should be encouraged. 


The 1960’s 


In this interva] poverty in America was rediscovered. The “People 
Left Behind” in the general increasing affluence were not immune to 
the revolution of rising expectations. Measures during the 1960’s to up- 
grade the diets of the poor included the re-establishment of the food- 
stamp plan and the expansion of the school lunch program. That these 
programs failed to reach the poorest of the poor had become evident 
to the American public through press coverage of several investiga- 
tions culminating with the 1968 report, t, “Hunger, U.S.A.” by the Citi- 
zens Board of Inquiry into Hunger and Malnutrition in the United 
States. More emphasis was being given to research; chronic illness was 
a problem of an increasing number of Americans, and the use of mass 
media was growing, etc. 

In 1960 the White House Conference on Children and Youth was 
called with a theme “to promote opportunities for children and youth 
to realize their full potential for a creative life in freedom and dig- 
nity.” This conference’s recommendations relating to nutrition in- 
cluded the following: 

Inclnde health education and nutrition in the school curriculum 
at the local level. 

Develop information programs to educate adolescents in 
sound nutritional attitudes and practices. 

Kmphasize to adolescent girls the importance of nutrition in 
preparation for motherhood. 
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Inform parents and others in charge of feeding children, of 
nutritional requirements as recommended by professional authori- 
ties for the growth and development of children. 

Alert parents to dangers of fad diets and excessive intake of 
certain vitamins or supplements or “health foods.” 

The Year 1961 Brought the First White House Conference on 
Aging. An awareness of the growing importance of the needs and 
problems of the Nation’s older citizens led to this nationwide citizens’ 
forum designed to focus public attention on the problems and poten- 
tials of older Americans. Among the recommendations relating to nu- 
trition were: 

Dietary, feeding, and dental services—including public educa- 
tion programs aimed at the prevention and relief of nutritional 
problems which are a major preventible cause of disability in the 
aged—should be considered among the services in organized com- 
munity programs. 

Nutrition programs should be established as a part of health 
maintenance for the aged. 

Education for older adults should help them to better under- 
stand their peculiar health needs as older individuals, including 
instruction in dietary requirements. 

All health personnel (including nutritionists) should have 
knowledge of the process of aging and its health implications. 

The impact of the presentations of the mass media on habits of 
nutrition should be more fully assessed. 

Public Health Service and the Office of Education should devise 
more effective means of disseminating to the community and 
school population, factual information on nutrition. 

In 1961 a conference was held on The Role of State Health Depart- 
ments in Nutrition Research sponsored by the American Public Health 
Association and the Association of State and Territorial Public Health 
Nutrition Directors. It focused on exploring the needs in nutrition 
research as related to public health and defining the role of the State 
Health Departments in such research. Recommendations included : 

Recognition by State health officers that nutrition enters into 
many health programs and should receive appropriate consider- 
ation including the designation of a competent staff member to 
coordinate research activities, appointment of an nutrition ad- 
visory committee to assist in formulating research plans and co- 
ordination and appropriation of moneys to support health re- 
search related to nutrition. 

Preparation of well-qualified nutrition research personnel for 
leadership and training in research methods for nutrition staff. 

Integration of nutrition research with ongoing or proposed 
health programs and possible use of health department as com- 
munity laboratory by university research group. 

Tn 1963 the Food and Nutrition Board, National Research Council 
issued Recommendations on Administrative Policies for International 
Food and Nutrition Programs. 

Reorganizing the need for effective action programs to meet urgent 
food and nutrition deficiencies in many developing areas of the world, 
the Board’s recommendations included : 

The institution and support of a comprehensive program in 
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nutrition and food technology by the Agency for International 
Development and other federal agencies authorized to meet this 
critical need for a coordinated and sustained program and ap- 
pointment of two top level executives to insure coordination with 
other government agencies. 

The establishment of a small, high-level advisory committee or 
commission to assist the above executive. 

The provision for support of the Interdepartmental Committee 
on Nutrition for National Development and for followup pro- 
grams to build on their initial surveys. 

The primary focus in United States foreign policy as it relates 
to foods and nutrition being on prevention of serious malnutrition 
among children, particularly from age of weaning to five years. 

A diligent regard for encouraging food production for domestic 
use or export. 

Greater flexibility and coordination in the use of Public Law 480 
funds, particularly in support of research that would facilitate 
action programs and training of personnel to serve within newly 
developing areas. 

The provision of more guidance in food processing and dis- 
tribution as well as in sanitation and pure food control to newly 
developing countries. 

Early in his administration President Nixon called the White House 
Conference on Food, Nutrition and Health held in 1969 which was 
intended to focus national attention and national resources on our coun- 
trv’s remaining and changing nutrition problems. The full conference 
participation of over 3,000 persons provided the broadest possible 
coverage ranging from industry representatives to the very poorest 
themselves. Major concerns were : 

1. How do we insure continuing surveillance of the state of 
nutrition ? 

2. What should be done to improve the nutrition of our more 
vulnerable group ? 

3. How do we monitor the continued wholesomeness and nutri- 
tional value of our foods? 

4. How do we improve nutrition teaching in our schools and 
what programs of popular education do we need to better inform 
the public of proper food buying and food consumption habits? 

5. What should be done to improve Federal programs that affect 
nutrition ? 

The conference sessions resulted in thousands of recommendations 
which are summarized below: 

Establishment of a svstem for suveillance and monitoring of 
the state of nutrition of the American people. In addition to ‘this 
fact-gathering activity for planning and assessing the effective- 
ness of nutrition services, better coordination of nutr ition at the 
national level, development of a national nutrition policy and fo- 
cus of responsibility at a high level were also recommended. 

Giving more attention to the Nutrition of Vulnerable Groups. 
Emphasis was given to the need for feeding programs and income 
support for vulnerable groups, especially among the poor, includ- 
ing pregnant and nursing women and infants, children and ado- 
lescents, the aging, the sick, and special disadvantaged population 
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groups. Also emphasized were the desirability of more attention 
to nutritional care in health programs; the need for nutrition edu- 
cation (but not as a replacement for food or money) ; and the over- 
haul of the adequacy of nutrition manpower to deliver nutrition 
services. 

Action by industry and government to provide more product 
information to the public and improve the adequacy, quality and 
safety of the food supply. Called for was simplification of legisla- 
tion; greater innovation by industry in the development of new 
and better foods; insuring better protection of the consumer in- 
cluding improved food labeling; and expansion of research con- 
cerned with food production. 

Expansion of Nutrition Education Programs. Emphasis was 
given to the development of a comprehensive and sequential pro- 
gram of nutrition education as an integral part of the curriculum 
of every school; improved preparation of all disciplines responsi- 
ble for nutrition education; effective involvement of parents and 
community; support of training programs for nutrition man- 
power; development of a large scale nutrition information cam- 
paign and the improved use of mass media techniques. 

Improving the Food Delivery and Distribution System. Rec- 
ommendations related to basic improvements in the clarification, 
administration, and level of support in various food programs; 
more consideration of family as the basic unit for the delivery of 
food; improvement and expansion of the school feeding program 
to reach all children and better meet community needs, and more 
coordination and unification of food service operations. 

Encouraging and supporting voluntary action by private groups 
and community based organizations. Suggested action related to 
an expansion of vocational-technical training programs to im- 
prove skills for job earning; giving high priority to agriculture 
modernization efforts; development of various approaches to en- 
courage development of better food store facilities in low-income 
areas; more coordination between industry, community, and con- 
sumer organizations to provide meaningful information in foods 
and nutrition and the development of a Nutrition Communications 
Council, 

Some parts of these recommendations have been implemented to a 
greater or lesser degree. ‘To cite a few accomplishments, there has been 
a liberalization and expansion of the food stamp program and child 
feeding programs. A start has been made on food delivery programs 
for the aged. Industry has taken some initiatives in food lebeling, open 
dating, unit pricing, and the marketing of new, highly nutritive foods. 
Government, together with industry and voluntary organizations has 
made some strides in the development of a nutrition information cam- 
paign and improved use of mass media. 


The. 1970’s 


Since we are less than halfway through this decade, it is impossible 
to give a complete picture of the period. However, one can see a 
change in the composition of the population with a declining number 
of newborn infants and larger numbers of elderly persons; a growing 
concern with energy supplies and environmental pollution; an in- 
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crease in leisure hours and growth in recreational pursuits; and a 
strengthening of international relations, to mention but a few signs 
of the times. 

Followup of the 1969 White House Conference on Food, Nutrition 
and Health was continued, and additional recomendations relevant to 
nutrition were forthcoming from numerous conferences and groups 
such as the following: 

The Committee on Maternal Nutrition, National Academy of Sci- 
ence in 1970, concerned about the relatively high neonatal and infant 
mortality rates in the United States, made some important recommen- 
dations related to the role of nutrition in human reproduction. These 
included : 

All officials responsible for planning and implementing food 
programs should bear in mind that their physiological needs place 
infants, children, adolescents and pregnant women in top priority. 

Medical school curricula should be strengthened to provide 
solid, scientific education in nutrition and its relation to health. 

More qualified nutrition personnel should be available in com- 
munity health services to act as consultants and devise ways of 
increasing direct services to individuals. 

Curricula of elementary and secondary schools should provide 
for teaching basic facts of nutrition and should encourage chil- 
dren and young people to develop good eating habits and to 
appreciate the value of a good diet. 

Public health agencies and health professions should assume 
greater responsibility for disseminating sound nutrition infor- 
mation. 

Emphasis should be placed on a single standard of high-quality 
maternity care, including nutrition for all pregnant women. 

Research should place more priority on the study of normal 
physiological adjustments that take place during pregnancy. 
There should be close cooperation between epidemologists, labora- 
tory investigators and clinical research workers. 

The 1970 White House Conference on Children was designed to 
define problems, seek new knowledge, evaluate past success and failure 
and outline alterntative courses of action. 

Recommendations related to nutrition concerned many of the 24 pre- 
Conference forums and the 4,000 conference delegates. Among action 
prescribed was the following: 

A comprehensive family assistance program based upon a 
family income standard that will assure reasonable economic 
security. 

Vigorous enforcement of existing standards for nutritive value 
of foods. 

Expansion and improvement of existing food programs. 

Inclusion of nutritionists as part of health teams in direct serv- 
ice or consultant roles. 

Promotion of mandatory legislation in each state for a health 
and safety education (including nutrition) to be included in the 
regular instruction in all schools, public and private, from kinder- 
garten through high school. 

Provision of family life education for parents or prospective 
parents including information on child development, nutrition, 
home management, etc. 
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The White House Conference on Youth held in April 1971 included 
several recommendations related to Hunger and Health Care. Among 
them were: 

That the President declare a national hunger emergency and use 
the authority he has to assure that no American in need goes with- 
out federal food assistance. 

That the Food Stamp Program be expanded to every appro- 
priate political subdivision in the Nation. 

That the budget request for fiscal year 1972 Food Stamp Pro- 
gram be increased to $2.75 billion to accomplish the above recom- 
mendations and $3.5 billion for fiscal year 1973. 

That the Department of Agriculture henceforth base Food 
Stamp value of coupon allotment on the low-cost Food Plan ($134 
per month for a family of four). 

That “cash-out” of Food Stamps in a guaranteed income pro- 
posal be opposed unless the cash-out is on a dollar for dollar basis. 

In 1971, The White House Conference on Aging sought to crystallize 
in national policy the dimensions of a society in which older Americans 
may “fitly live” while completing the adventure of life with fulfill- 
ment and serenity. 

Among recommendations for action developed by the Nutrition Sec- 
tion of the Conference were the following: 

Allocation of the major portion of federal funds for action pro- 
grams to rehabilitate the malnourished aged and to prevent mal- 
nutrition among those approaching old age. 

Establishment and more strict enforcement of high standards 
with specific regulations for the food and nutrition services pro- 
vided by institutions and home care agencies that receive any di- 
rect or indirect federal funds and the requirement of nutrition 
services and nutrition counseling as a component of all health 
delivery systems, including such plans as Medicare, Medicaid, 
health maintenance organizations, health services, extended care 
facilities and health prevention programs. 

Concentration of government nutrition resources on providing 
food assistance to those in need with a significant portion of these 
resources designated for nutrition education of all consumers, 
especially the aged and to the education by qualified nutritionists 
of those who serve the consumer. 

Offering of a variety of options for meals for older persons and 
requiring all federally-assisted housing developments to include 
services or to insure that sources are available for feeding of eld- 
va residents and for those for whom the development is acces- 
sible. | 

Federal government assuming responsibility for making ade- 
quate nutrition available to all elderly persons in the United States 
and its possessions. (Minimum adequate incomes suggested with 
food assistance used in the interim.) 

The establishment and enforcement of such standards as are 
necessary to insure the safety and wholesomeness of our national 
food supply, as well as improve nutritive value. 

In 1971 an /nternational Conference on Nuirition, National Devel- 
opment and Planning was held in Washington, D.C. Participants 
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came from all over the world with the primary purpose of exploring 
the place of large scale nutrition programs in planning for national 
development, particularly in the developing countries and among low- 
income groups. This conference resulted in some of the following 
recommendations: 

There is a need for changes in the roles of the develonment 
planner and of the nutritionist. The modern planner should have 
a major role in improving nutrition. Seminars, Conferences and 
interchanges betwen nutritionists and planners will be very help- 
ful and deserve much further attention. 

The training of nutritionists should take into account the wider 
scope of the nutritionist, including informing and giving techni- 
cal advice to planners. The training program should provide for 
study of political science, techniques of decision-making and 
policy-making, modern managerial methods, etc. 

With the theme of Youth-Nutrition-Community, the 1971 National 
Nutrition Education Conference was held in Washington. It was the 
sixth in a series and focused on the school-aged youth and nutrition in 
his community. Action recommended at this conference included: 

More consideration of the adolescent in terms of his stage of 
growth and development, rather than by age. 

Special attention to those disease problems of youth which have 
special complications and risks and to those which hold important 
consequences for later life. 

Greater appreciation and understanding of the many factors 
that influence decision-making by youth relative to nutrition, e.g., 
the prevalence of misinformation, the distrust of certain youth 
and adults of the science of nutrition and technology as related to 
the food supply, etc. 

More involvement of youth in planning and presenting nutri- 
tion programs and more effort to reach youth not in school with 
nutrition information. 

Inclusion of nutrition in the school curriculum in a sequential 
manner and more nutrition education of teachers. 

In 1972 the Study Commission on Dietetics, using the contributions 
of many people to arrive at specific recommendations related to the 
problems, opportunities, and needs of the field of dietetics, made six 
major recommendations, Among them were: 

That the basic education of dietetics be designed as a four-year 
curriculum resulting in a bachelor’s degree and including both the 
didactic learning and introductory clinical experience necessary 
for beginning practice as a dietitian. 

That the undergraduate curriculum be built around the central 
theme of the Human Life Cycle. 


SUMMARY 


As one reflects upon the recommendations relative to nutrition made 
by some of the conferences and groups convened for well over half a 
century, one becomes aware of their striking similarity and recurring 
themes. 

We know that varying degrees of progress have been made in im- 
plementing some of the recommendations. For excellent reasons, many 
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have not been acted upon. Others have served to stimulate nutrition 
programs and services either successfully completed or presently 
under way. _ 

Perhaps what is needed is a detailed in-depth analysis of why some 
recommendations have continued to be of concern over a span of years 
and why satisfactory resolution or action has not. been possible. Have 
the recommendations been practical? Were they deserving of national 
priority ? Was the necessary leadership and adequate resources avail- 
able? It is by studying such questions as these, that one may unlock 
the “secret to success” and thus provide a sound basis for a national 
nutrition policy. 
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APPENDIX P 


DEPARTMENT OF Heautru, EpucATION, AND WELFARE, 
Washington, D.C., June 20, 1972. 


Note to Dr. Lynn, Dr. Marland and Mr. Kurzman 
Subject: Attached New York Times Article on Nutritional Illiteracy. 
The Secretary has seen the attached New York Times article and 
has asked: “Is this something we should consider?” 
P should provide a response to the Secretary’s query by June 26. 
This response should be coordinated with OE and L. 


Many thanks. 
T. P. REvUTERSHAN, 
Assistant Executive Secretary, 
(Health and Consumers Affairs). 
Attachment. 


[From the New York Times, June 14, 1972] 
NUTRITIONAL ILLITERACY 


(By Henry J. Heinz 2d) 


We are a nation of nutritional illiterates. Despite a wealth of 
scientific knowledge of nutrition, too many of us do not know what a 
balanced diet is, and are ignorant of the essential nutrients we need 
and the foods that contain them. We have an abundant food supply, 
yet our eating habits are deteriorating. And it is not just the poor 
who are affected, though lower-income families undoubtedly fare 
less well nutritionally than the average. 

The U.S. Departiment of Agriculture reports that the percentage of 
households that met or exceeded the department’s definition of a 
good diet dropped from 60 to 50 percent from 1955 to 1965. Nine 
percent of families with incomes over $10,000 had diets rated poor. The 
deficiencies broadened over the decade due to decreased use of milk, 
milk products, vegetables and fruits, and to an increase in snacking. 
A “‘ten-state survey” recently completed by the U.S. Public Health 
Service shows that malnutrition is spread widely across the United 
States and that anemia due to iron deficiency is a definite public 
health problem, especially among women. 

Malnutrition—and I include overeating as well as insufficient food— 
is insidious. Its effects are often not immediately apparent. Obesity, 
for example, constitutes a definite risk in cardiovascular and other 
metabolic diseases and reflects long-term poor eating habits. 

In the case of children and infants, food deficiencies are particularly 
serious. Recent studies sponsored by The Nutrition Foundation, 
which has pioneered nutrition research for 30 years, indicate that 
malnutrition in infants may cause permanent mental and physical 
retardation. 

Looking back, we see that the United States suffered from endemic 
malnutrition as late as 1940—widespread pellagra, rickets, goiter. 
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We made great progress from the mid-forties to the mid-fifties. By 
the nineteen-sixties, however, our progress had not only halted but 
we began to slip backward. 

Our problem today is primarily one of ignorance compounded by a 
confusing array of unscientific books and articles, some very well 
publicized, giving poor nutritional advice. Food faddism is becoming 
a national problem. Advocates of everything from dandelion coffee, 
unpasteurized milk and organic gardening to the Zen macrobiotic 
diet are persuading thousands to adopt foolish and costly eating 
habits. 

Many followers of the food faddists feel they have been misled by 
the advertising claims of food and beverage firms. At least their efforts 
to change their eating habits indicate that they want to improve their 
food intake, but they do not know or understand modern food science 
and technology and therefore, distrust processing and modern agri- 
cultural methods. Unfortunately, in their choice of natural or so-called 
organic foods, they often display alarming and self-damaging ignorance 
of nutrition. We have extensive knowledge in nutrition today, but, 
unfortunately, the faddists and their converts are not benefiting 
from it. 

Changing life styles also contribute to our worsening eating habits. 
Many families no longer eat together. The housewife loses her influence 
and all family members suffer. Individuals who live alone or prepare 
their own meals often subsist on a series of unplanned,unbalanced 
meals or snacks. 

For those living in poverty more adequate Federal food programs 
must be accompanied by meaningful education. For the majority, 
nutrition education is sorely needed, but they are not getting it today. 
There are, to be sure, many programs on nutrition education in effect 
in the United States, but they are too dispersed: the United States 
Department of Agriculture has thousands of ‘“‘nutrition aides” who give 
basic nutritional advice to mothers; it prints and distributes literature 
on the subject; a few school systems and universities provide some 
training in nutrition. But most do nothing. And nowhere, to my 
knowledge, is there a coordinated approach to teaching the subject 
of nutrition. 

We need nutrition education programs at the state and local levels 
aimed especially at children, teachers in service and in training, young 
and expectant mothers, and health personnel at aJl levels. 

To implement such programs, state laws requiring the inclusion of 
outrition in the curricula of elementary and secondary schools and in 
teacher training need to be passed and effectively implemented ; better 
teaching materials have to be developed and, as a supporting activity, 
television and radio must be used imaginatively. 

The entire effort must be tailored to our changing way of life. If 
some people prefer to subsist on a combination of snacks and meals 
taken at odd hours, that is their choice, but they can get a nutritional 
balance in their food, as those who eat the traditional three square 
meals a day, if they know what they need, choose wisely and supple- 
ment their snacks with milk, fruits and vegetables. 

Nutrition education must become a priority concern of state and 
local governments and all schools. The food and beverage industries 
should support this effort as well as follow policies of scrupulous 
accuracy in advertising and labeling. In addition, they can contribute 
to better nutrition by following sound principles of nutrition in the 
formulation of improved foods. 


APPENDIX Q 


DEPARTMENT OF HEALTH, EpucaTION, AND WELFARE, 
OFFICE OF THE SECRETARY, 
July 14, 1972. 
Memorandum. 
To: The Secretary through OS/ES—— 
From: Assistant Secretary for Planning and Evaluation 
Subject: New York Times Article on Nutritional Iliteracy—Infor- 
mation Memorandum. 


In accordance with your request for the comments of P, OE, and 
L on the subject article by Henry J. Heinz, there are attached the 
following: a memorandum from Elsa Schneider of OE to me (Tab B); 
and a memorandum from Judith Pitney to Mr. Kurzman, which Mr. 
Kurzman has cleared (Tab C).! 

In addition, P has the following comment. From our inquiries in 
responding to this request and from past experience with materials 
on nutrition, we are impressed with the need for better coordination 
of the range of nutritional activities now being conducted within the 
Department. The Center for Disease Control, Indian Health Service, 
Administration on Aging, Office of Education, Maternal and Child 
Health Service, Food and Drug Administration, and the Office of 
Child Development are among the agencies within the Department 
with responsibilities for aspects of nutrition programs. Although 
some of these agencies may relate to others on an informal basis, 
there is no formal mechanism for all the concerned agencies to meet 
together. An intra-Departmental committee on an ongoing basis is 
very much needed if the Department is to cope effectively with the 
increasing range of problems in the nutritional field, as touched on 
in Mr. Heinz’ article. 

Such a coordinating committee has been recommended by a group 
working on a nutrition strategy for the Department in response to a 
policy question identified during the FY 1973 planning process. 


1 Tab B and C not included. 


LAURENCE E. Lynn, Jr. 
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APPENDIX R 


DerrartMent oF Hrattu, Enucation, AND WELFARE, 
OFFICE OF THE SECRETARY, 
Washington, D.C., July 31, 1972. 
Note to Dr. Laurence E. Lynn, Jr. 
Subject : Nutritional Illiteracy. 

The Secretary has seen your July 14 Information Memorandum 
and has noted his agreement with your statement concerning the need 
for better intra and interdepartmental coordination of nutrition educa- 
tion activities. 

He has also noted “Let’s do it” with regard to the suggestion that a 
coordinating committee be established. Please coordinate with the 
Department Committee Management Officer on steps necessary to es- 
tablishment of this committee. Consideration should be given to crea- 
tion of an znterdepartmental committee, in light of the need for better 
coordination with other Federal Departments and Agencies. 

Please forward to the Secretary by August 15 a progress report on 
establishment of this committee. 

Many thanks. 

T. P. REvTERSHAN, 
Assistant Huecutive Secretary 
(Health and Consumer Affairs). 
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APPENDIX 8S 


DEPARTMENT OF Huattu, EpucATION, AND WELFARE, 
OFFICE OF THE SECRETARY, 
September 22, 1972. 
Memorandum. 
To: The Secretary through: OS/ES 
From: Assistant Secretary for Planning and Evaluation. 
Subject: Coordination of Nutrition Activities—Action Memorandum. 





i. PURPOSE 


To lay out recommendations for the implementation of a nutrition 
coordination focus within the Office of the Secretary. 


II. BACKGROUND 


On July 3i you directed P to prepare recommendations for the 
establishment of a coordinating committee on nutrition (Tab B). 
Since then, we have reviewed the Department’s activities in nutrition 
and have found that its programs are widely spead throughout the 
Department and vary significantly in their focus. 
There are four categories of nutrition programs in HEW: 
programs which provide meals for a selected client group, 
programs which are designed to teach people how to eat the 
right foods, 

personnel training programs, and 

research, both on food standards and on the relationship 
between nutrition and specific health problems. 

Listed below are the agencies with programs that are known to 
have activities in these categories: 

Food Provision: 


AOA 

CSA 

Indian Health Service 
Education: 

OCD 

AOA 

MCHS 

Indian Health Service 

Community Health Service 


CDC 


Training: 


MCHS 
Research: 
MCHS 
CHC 
NIMH 
FDA 
NIH 
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Approximately $219 million is budgeted for these activities in FY 
1973. An inventory of Federal nutrition activites, including FY 1973 
funding requests, is attached at Tab C. 


III. DISCUSSION 


The list above contains only those programs which deal directly 
with nutrition, although it is generally a secondary aspect of each 
activity. Most of these efforts are preventive in nature, either pro- 
viding balanced diets for certain client groups, or education to help 
people to feed themselves adequately. Secondary effects of malnutri- 
tion, such as increased susceptibility to infection and impaired 
learning ability, may account for a sizeable, but currently unknown, 
portion of other HEW program expenditures. Partly because of the 
difficulty of diagnosing it, little effort goes into the identification and 
treatment of subclinical malnutrition. With the notable exception of 
Maternal and Infant Care projects, which monitor the nutritional 
status of their patients, treatment in the health system tends to focus 
on acute care, and in the educational system on providing educational 
remedies for learning problems. 

Wide variation in individual needs for specific nutrients, as well as 
the difficulty of isolating effects of poor nutrition from other medical 
and psychological difficulties, have combined to discourage a direct 
attack on the problem. The establishment of a viable coordinating 
focus in the Department for nutrition policy, program, and research 
is a step toward a concerted attack on nutritional problems. 


IV. RECOMMENDATIONS 


Although there are many psychological, social, and economic 
variables which interact with nutritional status, the issue is funda- 
mentally one of health. Therefore, J recommend that H be given lead 
responsibility for the coordination of nutrition activities. 

H should set up a nutrition coordinating committee within its office 
and assume the responsibility for chairing it. All interested agencies 
listed previously, and appropriate OS offices should participate. 

The following activities are suggested for the committee to 
undertake : 

Make Department-wide policy recommendations to the 
Secretary regarding nutrition. 

Make recommendations regarding the substance and emphasis 
of specific nutrition programs and research projects, and initiate 
recommendations to fill gaps in Department activities relating 
to nutrition. 

Coordinate activities which involve several agencies, establish 
uniform nutritional standards wherever necessary, and provide 
euidance for long term planning. 

Coordinate the research segment of the Department with the 
program segment so that relevant research findings are utilized 
in program implementation and that research is done in areas 
where the program designers have a need for knowledge. 
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Work toward integration of nutrition services in preventative 
and health maintenance programs. 

Review proposed legislation relating to the nutrition activities 
of the Department. 

Serve as liaison with other Departments and agencies who 
have nutrition activities, provide HEW representation on Inter- 
departmental nutrition groups, and encourage Interdepartmental 
cooperation in the implementation of any overlapping or supple- 
mentary activities. 

After consideration of these and other possible activities, H shall 
submit a report on the establishment of the committee, including the 
functions, by November 30, 1972. 

Decision: 
Approved _—Cté(C SDD isapprcovedd = —“(i‘wsé«C*W@S ato 

Reassign to the Interagency committee responsibility for providing 
DHEW representation on all Interdepartmental nutrition groups. 

Decision: 


Approved __—C D/tsansppooveedd __ Date _ 


I recommend that you sign the attached memo to the Assistant 
Secretaries and Agency Heads (Tab A) assigning lead responsibility 
for nutrition to H and describing the tasks involved. 

LAURENCE EK. Lynn, JR. 

Enclosures. 
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APPENDIX T 


DEPARTMENT OF HEautruH, EDUCATION, AND WELFARE, 


OFFICE OF THE SECRETARY, 
October 24, 1972. 
Memorandum. 
To: Assistant Secretaries; Agency Heads. 
From: The Secretary. 
Subject: Coordination of Departmental Nutrition Activities. 


A number of disparate programs and research efforts which relate 
to nutrition are being pursued currently in the Department. Nutrition 
is a supplemental component, in many cases, to other widely varying 
program goals. 

To provide a central focus for nutrition in the Department, I am 
assigning H lead responsibility in the area. H shall be responsible for 
convening, chairing, and providing staff support for a Departmental 
Nutrition Coordinating Committee, which includes all interested 
agencies and oftices within DHEW. H, with the Committee members, 
shall develop by November 30 a proposed charter for the Committee 
which assures genuine research, program, and policy coordination. 
This Committee, with its base in H, sheuld be considered the central 
DHEW focus for nutritional policy. All nutrition-oriented arrange- 
ments with other Departments or agencies shall be reviewed by H, 
and DHEW representatives to Interagency groups shall be included 
among the Committee’s members. 

Despite the difficulty of diagnosing and treating subclinical mal- 
nutrition, I have no doubt that more intense concentration on the 
problem could markedly improve our effectiveness in eliminating 
malnutrition. 

Please designate a member of your staff to serve as your representa- 
tive to the Committee, and notify Dr. DuVal’s office of your selection 
as soon as possible. 
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APPENDIX U 
DEPARTMENT oF Heattu, EpucaTION, AND WELFARE 


CHARTER 





NUTRITION COORDINATING COMMITTEE oF DHEW 
PURPOSE 


Activities in support of the improvement of the nutritional status of 
the American people are carried out throughout DHEW, thus neces- 
sitating a Departmental coordinating committee. The purpose of the 
Nutrition Coordinating Committee of DHEW is to provide a central 
focus for nutrition in the Department and to promote research, policy, 
and program coordination. 

AUTHORITY 


The Committee is established under authorization of a memorandum 
dated October 24, 1972 from the Secretary to Assistant Secretaries 
and Agency Heads entitled, “Coordination of Departmental Nutri- 
tion Activities.”’ 

FUNCTION 


The Committee will advise and make recommendations to the 
Assistant Secretary for Health in areas relating to nutrition. Areas of 
concern to the Committee will include: 

(1) The development of Department-wide policies relating to 
nutrition. 

(2) The recognition and incorporation of nutrition services in 
the development of Departmental programs. 

_ (3) The coordination of nutrition activities among agencies in 
the Department and the identification of gaps and overlaps 
relating to nutrition activities. 

(4) The development of criteria for and review of agency 
nutrition program guidelines. 

(5) The effective inter-relationship of research findings and 
program implementation. 

(6) The review of proposed legislation and regulations where 
Departmental policies may be at stake. 

(7) The development of liaison with other Departments and 
agencies who have nutrition activities and the encouragement of. 
inter-Departmental cooperation. 


STRUCTURE 


Consists of a chairperson to be appointed by the Assistant Seeretary 
for Health, and representatives of the following offices and agencies in 
DHEW: 

Office of Assistamt Secretary for Health 
Office of Assistant Secretary for Administratiom and Manage- 
ment 
(231). . 
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Office of Assistant Secretary Comptroller 

Office of Assistant Secretary for Legislation 

Office of Assistant Secretary for Planning and Evaluation 

Office of Assistant Secretary for Community and Field Services 

Office of Assistant Secretary for Public Affairs 

Office of General Counsel 

Office of Child Development 

Office for Civil Rights 

Food and Drug Administration 

Health Services and Mental Health Administration 

National Institutes of Health 

Social and Rehabilitation Service 

Social Security Administration 

Office of Education and National Institute of Education 
Management and staff services will be provided by the Director, 

Center for Disease Control. 
MEETINGS 


Meetings will be held bi-monthly or at the call of eth chairman. 
Minutes of meetings shall contain, as a minimum, a record of persons 
present; a description of matters discussed, recommendations made, 
and reasons therefor; and copies of all reports approved and issued. 


REPORTS 


A report will be prepared not later than June 30 of each year which 
shall contain, as a minimum, the dates and places of meetings, and a 
summary of the committee’s activities and recommendations during 
the fiscal year. The report will be submitted to the official advised by 
the committee and a copy shall be provided to the Department Com- 
mittee Management Officer. 

DURATION 


The Nutrition Coordinating Committee of DHEW will terminate 
two years from the date of its establishment unless extension beyond 
that date is requested and approved. 


FORMAL DETERMINATION 


I hereby determine that the formation of the Nutrition Coordinating 
Committee of DHEW is in the public interest in connection with the 
performance of duties imposed on the Department by law, and that 
such duties can best be performed through the advice and counsel of 
such a group. 

CuarLes C. Epwarps, 
Assistant Secretary for Health. 
April 4, 1973. 


APPENDIX V 
ANNUAL PROGRESS REPORT 


NutTRITION CoorRDINATING ComMMITTEE oF DHEW—1974 
INTRODUCTION 


The Nutrition Coordinating Committee of DHEW was established 
in October 1972 “to provide a central focus for nutrition in the 
Department and to promote research, policy and program coordina- 
tion.”” The following progress report describes the Nutrition Coordi- 
nating Committee’s meetings, activities and recommendations for FY 
1974 and is submitted to the Assistant Secretary for Health as required 
by the Nutrition Coordinating Committee Charter. 


MEETINGS 


The Nutrition Coordinating Committee met bi-monthly at DHEW 
North Building on the following dates: July 20, 1973; September 21, 
1973; November 16, 1973; January 18, 1974; March 15, 1974; May 24, 
1974. 

LEADERSHIP OF COMMITTEE 


Reorganization and personnel changes within the Department neces- 
sitated changes in committee chairmanship as well as representatives. 
Dr. Robert Laur, HSMHA, resigned as chairman in July 1973. Dr. 
Ogden Johnson, FDA, was appointed as his successor on July 20, 1973. 
He served until! March 1, 1974, when he resigned from government 
service. Effective March 17, Dr. Myron Mehlman, OASH, was ap- 
pointed chairman and continues to serve in that capacity. A current 
list of Nutrition Coordinating Committee members is attached (TAB 
A). Among significant developments was the designation of nutrition 
consultants from two Regional offices of DHEW by the Regional 
Health Administrators as Regional representatives to the Nutrition 
Coordinating Committee. 


SUMMARY OF ACTIVITIES 


While Nutrition Coordinating Committee members continued to 
perform each of the seven activities outlined in the approved Plan of 
Work (TAB B)', major emphasis was given to the following three 
activities during FY 1974. | 
(1) Development of a proposed departmentwide position on nutrition 

A draft position was prepared and circulated to members of the 
Nutrition Coordinating Committee for their comments. After revision, 
it was then submitted to the Office of Program Operations for review 
and approval. Office of Program Operations believes extensive re- 
visions are needed, and work on such revisions is proceeding. The 


1Tab B not included. 
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document will be submitted for comment to all affected agencies before 
final submission to the Department authorities for approval. 


(2) Preparation of recommendations for the effective utilization of research 
findings in program activities as well as to identify research needs 
A report relative to biomedical research needs as they would apply 
to NIH interests is being developed and will need an additional four 
(4) months’ work. The following actions are being taken to prepare 
an informational base for Nutrition Coordinating Committee 
recommendations: 

(a) Compilation of information regarding manpower years and 
dollars that were spent on nutrition research in FY 1974 in 
DHEW agencies 

(b) Identification of NIH manpower years and dollars spent in 
FY 1974 for research in the areas of diabetes, obesity, cardio- 
vascular disease, nutritional deficiencies and heavy metals and 
other related areas 

(c) Initiation of a similar inquiry related to specific health- 
related disease entities in all other DHEW agencies. 


(3) Review of proposed legislation and regulations where departmental 
policies may be at stake 


Since National Health Insurance was a major legislative thrust, 
staff from L were invited to meet with the Nutrition Coordinating 
Committee to discuss the administration’s proposals. Inclusion of 
nutrition services as an integral part of NHI was considered worthy of 
serious examination. Thus a subcommittee was appointed to review 
the legislation in detail and make specific recommendations relating to 
nutrition in national health insurance plans. 


(4) Additional activities 

In addition to the above major activities related to the Program of 
Work, the following were carried on: an initial draft of an outline to 
use in developing guidelines for the establishment and conduct of 
agency nutrition programs was prepared; a list of agencies and depart- 
ments with nutrition activities and with whom the Nutrition Co- 
ordinating Committee members have liaison was compued; and assist- 
tance was provided to the Senate Select Committee on Nutrition 
and Human Needs relative to the National Nutrition Policy Confer- 
ence held in June. 

The Committee is serving increasingly as a focal point in the 
Department where problems and requests requiring an integrated and 
comprehensive Department-wide response can be handled, e.g., 
Title VII of the Older American Act was reviewed by the Administra- 
tion on Aging representative and linkages with other department 
health and nutrition activities were explored with Nutrition Co- 
ordinating Committee members; current plans and progress for the 
1975-76 USDA Surveys of Household and Individual Food Con- 
sumption were presented, and a composite Department response pre- 
pared and forwarded to the U.S. Department of Agriculture. 


RECOMMENDATIONS 


1. That the Nutrition Coordinating Committee be extended for an 
additional two years—to April 4, 1977. 
Justification: During its initial two years, the Nutrition Coordinat- 
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ing Committee’s major tasks related to organization and development 
of a Program of Work. Several important activities to implement the 
Program of Work are underway, e.g., final preparation of a DHEW 
Nutrition Policy, preparation of guidelines for establishment and 
conduct of agency programs, etc. These policies and procedures are 
urgently needed by DHEW agencies, thus provision should be made 
for their completion. Furthermore, it has taken time to develop 
recognition of the Nutrition Coordinating Committee as a focal point 
for nutrition. Requests for information and advice related to nutrition 
requiring a coordinated response from DHEW will in all likelihood 
increase. 

2. Level of support in terms of dollars and manpower be examined 
in light of demands placed on this committee. 

Justification: Since committee staff and members have full-time 
duties inherent in their positions within the Department, the time 
available for committee activities has been limited. Implementation 
of the Work Plan will require more staff time and resources. 

3. That the Assistant Secretary for Health take measures to achieve 
among agency heads and Office of the Secretary staff greater recogni- 
tion and support of the role of the Nutrition Coordinating Committee 
as a focal point for nutrition in the Department. 

Justification: With frequent changes in agency personnel and press- 
ing demands on key staff, there is a continuing need to inform them 
about the Nutrition Coordinating Committee and its role. 
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APPENDIX W 
[DRAFT] 


A STATEMENT OF NUTRITION POLICY FOR THE DE- 
PARTMENT OF HEALTH, EDUCATION, AND WELFARE 


The role of nutrition in health and its relationship to the economic 
and social components of everyday life is increasingly being recognized 
as one of major importance to individual and national development. 
The Department of Health, Education and Welfare—whose basic 
mission is to help everyone achieve his or her optimum potential and to 
eradicate the demeaning conditions that undermine dignity and retard 
oerowth and development—must realize that the actions it takes in most 
of its areas of responsibility will impact on the nutritional! well-being 
of the Nation’s citizens. Nutrition should be included in the program 
areas of health, education, social services, and income maintenance 
and considered in the development of national policies and programs, 
proposals for legislative measures, and use of Federal resources. 

In order to fulfill its mission in terms of nutrition, the Department 
must provide national direction for both public and private programs 
seeking to bring optimal nutrition to all citizens of our country. It 
should become an advocate for those nutritional efforts which are 
shown to be needed; be prepared to undertake program support, and 
intervene in crisis situations resulting in inadequate nutrition, or even 
malnutrition. 

Wuat Is Nutrition? 


Nutrition is one environmental factor directly under the control of 
man which can be used effectively in the maintenance of health and in 
the prevention of disease and disability. However, the practical aspect 
of nutrition—the consumption of an optimal diet—directs attention 
to what nutrition really is. 

Nutrition can be defined as a person’s ability to develop physically 
and mentally at an optimal rate, to maintain body tissues, to carry out 
work performance to an optimum degree, and to reproduce normally, 
through the acquisition and consumption of food in needed amounts 
and of an optimal quality. To achieve adequate nutrition requires (1) 
availability of a safe and adequate food supply, (2) accessibility to food 
in terms of markets, income, etc., (3) understanding by the consumer 
as to the selection and preparation of food for good nutrition, and (4) 
absence or amelioration of a health problem—physical, mental or 
medical—which impairs the person’s access to an adequate diet. 


(237) 


238 


This definition serves as the basis for the following nutrition policy ; 
namely that: 


ALL CITIZENS SHALL HAVE ACCESS TO AN ADEQUATE 
AND = =SAH Er SS UPPIYS OH OOD) AN De Ly eee 
IDENTIFY, SELECT, AND PREPARE AN OPTIMAL DIET, 
IRRESPECTIVE OF SOCIAL OR ECONOMIC STATUS 


Specific principles related to nutrition and food comprise the prac- 
tical aspects of this nutrition policy—a policy that must serve to guide 
those in all HEW-administered programs that affect the nutritional 
health of the people served by those programs—and these are discussed 
below. 

A. FOOD SUPPLY 


The provision of an adequate and safe supply of food, accessible to 
all persons is essential to achieving adequate nutrition across this 
nation. The production and processing of food must be given the 
highest priority by the Government as well as by the private sector. 
Those agencies responsible for food must constantly review the supply 
of food, its safety, and its cost, to assure that food adequate in quality 
and quantity is available to meet nutritional needs. 

The Department’s role in assuring adequate food involves the provi- 
sion of financial assistance or in some cases, food resources. Regardless 
of form, such programs must be operated in a manner so as to provide 
accessibility to adequate diets, as well as to the other basic essentials of 
life. The Department should assist in eliminating inequities which 
penalize many families in achieving good nutrition, such as recognizing 
the higher cost of living in some geographic areas and the variations 
often found in wages, costs of food and quality and quantity of food 
markets. Food programs if necessary should complement rather than 
replace family efforts and should be planned to benefit members of the 
family throughout their life cycle. 


B. PROVISION AND DELIVERY OF NUTRITION SERVICES 


The nutritional needs of people cannot be met in isolation from their 
other basic needs. Thus, the provision and delivery of nutrition services 
must be considered in relation to each of the major HEW programs 
that affect the total well-being of people (i.e., health, education, social 
services, and income maintenance). 

Department policy should be to evaluate each program in order to 
determine the need for nutrition services and the adequacy of re- 
sources available to meet the need. Program planning in each program 
area should include attention to the identification of problems and 
needs in nutrition, the development of appropriation action steps to 
include nutrition service as an integral program component, provision 
of necessary resources and evaluation of program effectiveness and 
efficiency. 

A comprehensive planning approach to nutrition services should be 
used by the Department because of the interdependency of the private 
and public sectors, the involvement of multiple Federal agencies in 
the provision and delivery of nutrition services, and the need to seek 
consumer input. 
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Since standards, codes, regulations, guidelines, etc., set forth or 
establish the base of program operations, it is essential that they not 
only reflect a concern for nutrition and demonstrate a consistency and 
coordinated approach among Department programs, but between 
these programs and those of other public and private agencies. Essen- 
tially this means that the Department must assume a role, and support 
necessary changes in prevailing regulations and, as required, seek new 
or amended legislation. 

Funds should be made available to State and local communities to 
assist them in the development, expansion, and improvement of nutri- 
tion services needed for a healthy population, including the develop- 
ment of effective delivery mechanisms for such services. Provision 
should be made for the adequate administration of these programs 
and for personnel and other resources required to deliver such nutri- 
tional services. 

While nutrition services should be designed to reach the total popu- 
lation, some groups of people will require special attention or priority 
in the provision and delivery of nutrition services. These include poor 
families who are usually at higher risk of malnutrition, nutritionally 
vulnerable groups including infants, children, and youth in the grow- 
ing years; women in the child-bearing years; and the elderly. 

Outreach efforts to identify those in need of nutrition assistance and 
provide necessary services should be encouraged. Staff of public and 
private agencies, as well as volunteers, should be trained and used for 
outreach efforts. 

C. NUTRITION AND HEALTH 


Nutrition is a critical factor in the promotion of health, in the pre- 
vention of disease, and in the rehabilitation from illness or injury. 
Thus; nutrition should be an integral component of all health and 
health-related programs and existing and emerging health delivery 
systems. Such systems should provide for evaluation of nutritional 
status as well as for the nutritional aspects of health promotion and 
maintenance, treatment and rehabilitation. Personnel and other 
resources required to deliver such nutritional services should receive 
adequate support. 

D. EDUCATION IN NUTRITION 


The public has a right and a need to be informed about nutrition 
and the relationship of nutrition to health and social and economic 
well-being. 

The Department has a distinct role to play in the provision of nu- 
trition education including (a) the provision of continuous educational 
programs on nutrition to reach all segments of the population, and (b) 
calling national attention to the problems of malnutrition and correc- 
tive action necessary. Any such programs must recognize the right of 
families to preserve the food patterns integral to the ethnic, and re- 
ligious groups from which they draw their identity. 

Education programs in nutrition should utilize all Department pro- 
grams which provide a point of contact with the public and involve co- 
operation with other Federal agencies, State and local agencies as 
well as the private sector. 

In addition to education in general nutrition, more specific education 
is needed as part of health care programs. Since nutrition is a critical 
factor in the promotion of health and prevention of disease and in re+ 
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covery and rehabilitation from illness or injury, patients and their 
families need counseling and education in nutrition in order to assume 
responsibility for their own nutritional care, manage early symptoms 
of nutritional problems to prevent complications and implement pre- 
scribed diets. 

Education of the public in nutrition and the provision of nutrition 
services to assure good nutrition can only be accomplished if adequate 
numbers of trained nutrition personnel are available. 


EK. MONITORING AND SURVEILLANCE 


. Systematic epidemiological studies to determine the nutritional 
status and good intake pattern of the population and an effective 
nutrition surveillance and monitoring system are essential to the 
establishment of appropriate action programs to deal with problems 
of nutrition. Those segments of the population whose diet is inade- 
quate, excessive, or inappropriate for their health status, need to be 
identified in order to better target program funds and services to 
their needs. Trends in relation to food intake and changes in nutri- 
tional status need to be identified to alert the Department to potential 
problems. Such studies also serve as a basis for evaluation, not only of 
specific nutrition and food programs, but also of general health, wel- 
fare, and education programs designed to improve the health of the 
nation’s citizens. 

F. RESEARCH 


The Federal Government should encourage, stimulate, initiate and 
support basic and applied research in the field of Nutrition. There is 
a need to carry out Nutrition Research related to Health, chronic and 
metabolic diseases. Also, Nutrition Research on human requirements 
and the factors affecting requirements is needed. The application of 
nutrition, both in health education programs and as part of clinical 
medicine, should be encouraged and where necessary supported, as 
part of Health Service Program. 

A policy of research support for nutrition, both as part of studies 
on specific diseases, 1.e., diabetes, cardiovascular disease, obesity, and 
as an area of health deserving attention as a fundamental component 
of optional health, is required of the Department. 

Research findings, particularly those related to health benefits 
associated to changes in the diet, must be incorporated into health 
programs in order to benefit the public as quickly as practically 
possible. Close cooperation between Nutrition Research groups and 
those responsible for providing health care should be encouraged. 

It is urged that the Department should provide a percentage of 
total health resources for nutrition research and activities. 


G. EVALUATION 


Evaluation must be a part of every program, built into the basic 
program components, and designed to report the progress toward 
the program goal. The primary criteria for evaluating any program 
designed to meet the nutritional needs of family units must be made in 
human terms—the preservation of human dignity, the maintenance 
of adequacy, the realization of the goal of a sound and healthy 
citizenry. 
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H. MANPOWER 


The Federal Government should provide leadership in the recruit- 
ment and training of all levels of nutrition personnel required to staff 
adequate nutrition services. 

Basic support should be given to public and private institutions 
involved in nutrition training programs, or with the capability of 
developing such training. 

Federal support of student assistance for the health professions 
should include attention to the need for nutrition manpower. 

Programs targeted on improving the distribution of manpower 
resources should consider nutrition manpower and needs of areas of 
critical shortage. In other words, national emphasis should be on 
increasing the supply of nutrition manpower as well as improving 
their distribution and utilization. 


I. COORDINATION 


Nutrition should be considered as joint responsibility of Govern- 
ment, private groups and organizations, the family and the individual. 

Cooperation between groups within the Department as well as with 
other agencies’ programs is needed to assure cooperation, coordination, 
and a flow of information among those involved in nutrition related 
activities. Of special concern is the cooperation between Federal, State, 
and local government groups. The partnership of these groups in 
relation to nutrition is essential to success. Direct exchanges of ideas 
based on surveillance and evaluation information obtained as part of 
programs as well as in specific programs should be arranged on a 
continuing basis. 

J. LEGISLATION 


The policy of the Department should be to evaluate all health, 
education, social services and income maintenance legislation and 
determine the need for a nutrition component, where nutrition is a 
necessary program factor. Suitable language should be provided to 
creed that services and personnel support will be an integral part of 
the law. 

Appropriate attention should also be given to nutrition in the 
development of program legislation as well as regulations. Frequently, 
nutrition is either omitted or included as an elective component in 
legislation and regulations for the Department’s programs. 


K. RESOURCES 


The Department should provide a percentage of total resources 
to programs for nutrition services, research and education of manpower. 
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APPENDIX X 
[Revised November 12, 1974] 


ADMINISTRATIVE CONFIDENTIAL DRAFT 





I. PREAMBLE 


As the Nation moves ever closer to assuring universal access to 
health care, and the need for more effective preventive care becomes 
increasingly evident, the importance of assuring good nutrition for 
everyone moves ever closer to the center of attention. This logic has 
been present at the subconscious level for a long period of time; it 
must now be raised to the conscious level and appropriate action taken. 

We have discovered that our high national standard of living has 
not proven adequate to the task of protecting large sub-sets of our 
population from insufficient and nutritionally inadequate diets. In 
addition, it is apparent that the affluence of America has not pro- 
tected her people from numerous degenerative diseases: (cardio- 
vascular) heart disease, cancer, obesity. While the relationship 
between starvation or malnutrition and food is abundantly clear, the 
suggestion that good nutrition can prevent disease states needs more 
clarification and investigation. 

Nutrition is an expression of the health state resulting from food 
practices, genetic constitution, and other environmental conditions. 
The fact that food practices are influenced or modified by other 
factors, such as socio-economic and cultural conditions, compels 
consideration of such factors in any policy which would improve the 
nutritional status of the individual and the Nation, but it does not 
move the focus of attention from nutrition as a health concern first 
and foremost. 

Nutrition affects health from time of conception to death. Faulty 
nutrition leads to increased infant mortality and maternal morbidity ; 
it stunts development, both physically and mentally; and it pre- 
disposes to or aggravates a spectrum of disease conditions, diminishing 
the quality of live, personal productivity, and longevity. 

While many of the mechanisms by which faulty nutrition has these 
effects have yet to be elucidated completely, and some of the effects 
themselves remain to be discovered, sufficient sound information 
exists with respect to food practices, nutrition, and general health 
to allow much greater control of health through dietary practices 
than is now being done. Maximum benefit from existing knowledge 
will require greater organization of all relevant resources than has 
been achieved to date. Without such organization and marshalling 
of resources, much human potential will go unrealized; and, more 
noticeably, significant relief to the health care system and cost con- 
tainment will be lost. 

The basic goal of the nutrition policy of the Department of Health, 
Education, and Welfare is to assure the freedom for all people from 


(243) 
60—-843—75——1T 


244 


poor development or ill health related to nutrition. Whenever activities 
of the Department involve nutrition, the policies of these programs 
and activities shall reflect the Departmental commitment to this 
basic goal. 
In assuring food and nutrition practices in relation to optimal human 
health, the Department recognizes the following supporting goals: 
(1) Promotion of an adequate supply of wholesome food and 
assurance of its quality, 
(2) Informed and motivated consumer and professional sectors, 
(3) Assured access to the food supply by all, in health or in 
disease | 
(4) New information through basic and applied research, 
(5) Evaluation and surveillance of food and nutritional status, 
(6) International responsibilities. 


II. BACKGROUND 
A. THE RELATIONSHIP OF NUTRITION TO HEALTH 


The future of every succeeding generation, now that the pestilences 
have been largely controlled, is determined more by the combination 
of genetics and nutrition than by any other combination of factors. 
For the present, control of human genetics is beyond the grasp of 
man, but control of nutrition is not. What is nutrition and how does 
it relate to health and disease? 

The science of nutrition can be defined as the interaction of nutrients 
derived from food with the physiological processes of living systems. 
Protein, carbohydrates and fat, the three energy nutrients in the diet 
are accompanied by the accessory factors: vitamins, minerals, water 
and fiber. All are important for the proper functioning of the organism 
and none can be replaced completely by any other. Good nutrition 
must exist for a person to develop physically and mentally at an opti- 
mum rate, to carry out work performance to an optimum degree, and 
to reproduce normally. To assure good nutrition the following con- 
ditions should exist: 

(1) Availability of a wholesome food supply. 

(2) Knowledge and understanding by the consumer as to the 
selection, preparation, and consumption of an appropriate diet. 

(3) Accessibility to food in terms of its distribution, personal 
income, individual incentives. 

(4) Absence of a health problem which could either impair the 
person’s access to an adequate diet or could interfere with the 
proper digestion, absorption and/or utilization of nutrients. 

(5) A genetic makeup which is predisposed to good health. 

In the first three instances men and governments can attempt to 
control those environmental factors which would lead to optimum 
health through balanced nutrition; in the last two instances they may 
or may not be able to bring about good health through nutrition 
because of an accident of nature. 


Food factors 


Given that good health necessitates good nutrition, the question 
must then be asked, what constitutes an appropriate diet for an 
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individual and a wholesome food supply for a nation? The appro- 
priateness and wholesomeness of food can be categorized as follows: 
(1) Quantity 
a. too much 
b. too little 
(2) Quality 
a. purity 
b. nutrient balance, including variety 
c. bioavailability 
For example, an ideal diet would consist of the number of calories re- 
quired to meet an individual’s energy needs, the amount of, protein 
necessary to build and repair tissues, and those accessory factors 
needed for digestion, absorption and metabolism. Too little of these 
nutrients could result in undernutrition or starvation; too much could 
result In overnutrition or a variety of health problems. Additionally, 
the nutrients ingested must be varied and balanced, must be as free 
from harmful agents as possible, and must be bioavailable to the host. 


Host factors 


Assuming that (1) There exists adequate wholesome food in the 
United States, (2) that the public can learn what to select and pre- 
pare to suit their needs, and (3) that they will have access to an appro- 
priate diet, the question must then be asked, ‘“‘How does food and 
nutrition relate to the onset of disease, the amelioration of disease, 
and the prevention of disease? The hosts who may contract these 
nutrition related diseases can be delineated as follows: 

(1) Normal 

(2) Abnormal 

a. congenital 

(1) genetic 

(2) teratogenic 
b. acquired 

Jf the host fits into category ‘normal’, it may be assumed that 
good nutrition would play a role in the prevention of some diseases 
(e.g., sufficient codine in the diet prevents goiter). If he fits into cate- 
gory “genetic”, he may be more or less susceptible to a disease (e.g., 
the genetic predisposition to diabetes). Finally, if he is in category 
“acquired’’, he may be in a position to benefit from nutritional therapy 
in the amelioration of a disease (e.g., the traumatic loss of a large part 
of the intestine). | 

In summary, nutrition in health and disease incorporates host 
factors and food factors. Optimum health requires wholesome food, 
knowledge to select and prepare it, access to it, and a host who is free 
from disease, whether acquired or congenital. 


B. FACTS, ASSUMPTIONS, CONCLUSIONS, AND POLICY STATEMENT 


The development of a policy on food, nutrition, and human health 
with such extensive health, economic and political implications calls 
for assembly of a broad spectrum of facts, assumptions and con- 
clusions each clearly so identified and the total so arrayed as to depict 
accurately the current situation. 

Facts, assumptions and conclusions should be recognized for what 
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they are; they represent the state of knowledge at the moment and 
nothing more. Facts frequently must be used as starting points for 
discussion, recognizing that they may be rejected together with all 
assumptions based upon them. Conclusions are determinations 
based upon limited facts based on presumably relevant experience 
but which may change with tomorrow’s information 


1. Promotion of adequate supply of wholesome food and assurance 
of its quality. 
Facts 

(a) In its primary form wholesome food exists in sufficient supply 
to meet the needs of the entire population. 

(b) In the processing and storage of food from its primary to its 
secondary form as food products, there is opportunity for loss of 
nutrients, contamination, and distortion of total quality. 

(c) There are X food products on the market today and X number 
of new products being marketed yearly. 


Assumptions 

(a) Sufficient knowledge exists which demonstrates that the loss of 
nutrients can be minimized by the proper handling of foods. 

(b) There will always be some unavoidable contamination of foods 
during processing but good manufacturing and sanitary practices can 
reduce this risk to a minimum. 

(c) There is a possibility that the nutritional quality of fabricated 
food products will not be equal to that of the food it is meant to 
replace. 


Conclusion 

Therefore, it is necessary to continue to promote an adequate supply 
and the equitable distribution of wholesome food. Specific guidelines 
must be developed and enforced to assure the quality of wholesome 
food along the entire food production chain. 


Policy statement 

The DHEW recognizes that its statutory authorities in respect to 
supply are limited to measures to assure only some aspects of quality 
through setting of some standards, monitoring of products, and 
“rejecting” deficient products. The Department of Health, Education, 
and Welfare acknowledges the fact that authorities in respect to many 
aspects of the food supply are shared with the United States Depart- 
ment of Agriculture, the Environmental Protection Agency, and other 
Federal agencies and State and local governments. Since U.S.D.A. 
has the Federal responsibility for the supply of food, then DHEW 
adopts the role of advocate of the ‘‘demand”’ side of the equation, 
demand as to sufficiency, variety, quality, and reasonableness of costs. 

Identification of guiding principles and standards of food quality 
will be hollow accomplishments if they are not applied to assure the 
highest attainable quality of the foods that appear in the marketplace. 
To accomplish this, there must be a system of regulation that clearly 
enunciates principles and practices of the highest attainable and prac- 
ticable order and establishes operating practices which ensure com- 
pliance. Accordingly, this Department commits itself to those actions 
which encourage, foster, and support, within its available resources: 
(a) increased awareness that nutrition and food supply are health 
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matters of prime importance, in which consumer interests should be 
uppermost considerations, (b) examination of the philosophy and 
effectiveness of various approaches to the assurance of quality, (c) 
improvement of food manufacturing practices through development 
of appropriate guidelines, and (d) monitoring of manufacturing prac- 
tices and dissemination of findings. 


2. Informed and motivated consumer and professional sectors. 
Facts 


(a) DHEW’s ten state nutrition survey states: ‘“‘As the homemaker’s 
educational level increased, the evidence of nutritional inadequacies of 
the children decreased”’ (4) 

The FDA’s Food & Nutrition Consumer Survey, June 1974, shows 
that the educational level of the consumer is directly related to good 
food buying practices (reading ingredient labels, concern for well- 
rounded meals, ete.) (5) 

(b) There has not been structured, effective, continuous nutrition 
education per se in the public schools from Kindergarten through 12th 
erade. (6) 

(c) $141 billion is spent annually by Americans for food. While the 
food industry spends $4 billion annually on food advertising, only a 
fraction* of this amount is spent by the government on nutrition 
education or by public service organizations such as the Nutrition 
Foundation ($100,000)* (7) to promote sound, unbiased nutritional 
information. 

(d) A study in 1969 by the Advisory Council on Food and Nutrition 
of the AMA revealed that only 7 out of 60 medical schools had a 
formal nutrition component in their curricula. (8) A conference on 
Nutrition Education in Medical Schools held in Williamsburg, 
Virginia in 1972 established a program for teaching nutrition in 
medical schools. Currently, approximately 28 medical schools are 
preparing to adopt this program. (9) Similar conferences were held 
by other health professions, emphasizing these needs. (10) 
Assumptions 

(a) The poor nutritional status of many segments of the population, 
not necessarily relating to socio-economic status, suggests that in- 
adequate nutrition education is at least partially to blame. 

(b) If children throughout their formal education are taught the 
fundamentals of nutrition and sound eating habits, they will more 
likely be motivated to maintain good nutrition practices. 

(c) After formal education ends, ongoing, accurate nutritional 
information from the appropriate sources will counteract misinforma- 
tion and will thus enable the individual to select, prepare and consume 
wholesome foods. 

(d) If health is to be the ultimate goal of a nutritious diet, then 
surely the health professionals must have thorough training in the 
fundamentals of this science. 


Conclusions 
Sound principles of nutrition must be incorporated into public 


school curricula, must be relayed in the most effective manner to the 
consuming public, and must be taught to the health professionals. 
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Policy statement 

An effectively motivated population must be well informed. 
Soundly-based information must be conveyed to those sectors of the 
population who are best qualified to inform and educate, using all of 
the appropriate, highly sophisticated educational techniques and 
media now available, and ultimately it must reach the consumer. 

Accordingly, the Department of Health, Education, and Welfare 
commits its authorities and extensive resources to encourage, foster, 
and support both public and private programs to: 

(a) Enunciate principles of sound nutrition and dietary practices. 

(b) Inform and educate all receptive populations in respect to 
these principles and practices. 

(c) Make available to the general public, (in terms that are 
intelligible and useful), all necessary, appropriate, and obtainable 
information on the composition of marketed foods in respect to 
both unprocessed and processed. 

(d) Seek strong measures to control those food advertising 
practices that tend to misinform or mislead the consumer and 
eliminate exploitation of the young and uninformed viewers of 
television by food advertising which ignores or neglects principles 
of sound nutrition and dietary practices. 


3. Assured access to the food supply by all, in health or in disease. 


Facets 


(a) The National Nutrition Policy Study Hearings of the Senate 
Select Committee on Nutrition and Human Needs, held in June 1974, 
devoted a panel to the description of the high nutritional risks of 
“Special Groups” in the U.S. In their Report and Recommendation 
VIII, ample evidence was presented showing the need for improved 
and assured access to nutritious foods by those susceptible groups. (11) 


Assumptions 


(a) Certain segments of our population are at a higher risk of mal- 
nutrition, such as infants, children, women in child bearing years, the 
elderly, the poor, the institutionalized, and certain ethnic groups. 

(b) Through the Government’s social economic mechanisms the 
more advantaged and independent U.S. citizens provide for the needs 
of the more dependent. 

(c) The availability of adequate food income will provide the 
opportunity to acquire necessary foods. 


Conclusions 


Those subsets of our population most susceptible to risks of mal- 
nutrition and concomitant health effects must be protected by the 
appropriate public programs and services. 


Policy statement 


Equity does not exist when the most fundamental of human needs, 
an adequate food intake, is not assured to everyone. To a degree, 
access to food can be assured by incomes above certain levels. It is in 
part to assure access to a sufficient supply of food that the Admin- 
istration has supported a concept of income maintenance. However, 
as inflation continues to erode the purchasing power of the currency, 
there is a continuing need to readjust the definition of a subsistence 
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level, and regardless of inflation, there are circumstances in which 
the individual’s income cannot assure adequate access to food of the 
appropriate kinds or amounts. Patients in institutions frequently 
receive far less than optimal dietary care and can do little or nothing 
to improve their conditions. In fact, children and preganant women 
and the aged are vulnerable segments of the population who should 
be assured access to high quality food because of their specialized needs. 

The Nation should be satisfied with nothing less than its best effort 
to identify failures of access and to create acceptable means of cor- 
recting the deficiencies. 

Accordingly, the Department of Health, Education, and Welfare 
commits its resources to assuring, as much as possible, adequate 
access to the Nation’s food supply by encouraging, fostering and 
supporting: 

(a) The most sound and equitable means of income main- 
tenance, 

(b) Measures that effectively monitor performance of all food 
programs, including institutional care, over which the Depart- 
ment has authority, 

(c) Strengthening of regulations under these authorities as 
deficiencies and opportunities for improvement are identified, 

(d) Working closely, in an advisory capacity, with Federal, 
state and local authorities to improve food and dietary services, 

(e) Working closely with community leaders to raise the level 
of awareness in the community at large of the individual’s obli- 
gations to society in respect to the food needs of those individuals 
who are less fortunate than themselves. 


4. New information through basic and applied research. 
Facts 


(a) The deficiency diseases (scurvy, rickets, beriberi, pellagra) 
were controlled when the specific limiting factors in the diet (vitamin 
C, vitamin D, thiamin, niacin, respectively) were identified and pro 
vided through necessary means. (12) | 

(b) There are many diseases in the United States today (ex: 
obesity, diabetes, coronary heart disease, dental caries, anemia) (13) 
that have not yet been brought under control. Some scientific ex- 
perts believe these diseases could be controlled by nutritional factors. 

(c) There is no perfect synthetic diet for animals or man which 
will both support growth and reproduction. (13% 


Assumptions 


(a) There is abundant existing knowledge resulting from basic 
research identifying the nutritional factor(s) in disease. 

(b) This knowledge implies that there are many specific areas 
where the relationship is suspected and needs to be clearly defined. 

(c) In spite of extensive knowledge in the areas of the nutritive 
composition of foods, we cannot yet prepare an adequate diet which 
will support reproduction. 


Conclusion 


Therefore, because research findings identified some of the vitamins 
as the link to deficiency diseases, more basic research can reveal 
heretofore unknown relationships in this area. 
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Applied research must be undertaken to elucidate the causative 
factors in the suspected nutrition-related diseases. 

There must be a focus of research effort in the area of new food 
products and their nutritive composition which will lead to the 
fulfillment of all of man’s nutritional requirements. 


Policy statement 


The search for better food practices must begin with the identifi- 
cation of salient significant questions. At one end of the spectrum, it is 
necessary to ask repeatedly, “What is nutrition?” “What are the 
relationships between food or dietary practices and human health?” 
At the other end of the spectrum, it is necessary to ask repeatedly, 
“What differences in health result from the programs that attempt to 
or actually do modify food and dietary practices?’’ Between the two 
ends of the spectrum there are many kinds of worthy research and 
information-gathering possibilities; all are needed in appropriate 
degrees to achieve optimal results. 

We must have sound information upon which to base decisions, 
ranging from recommendations for modification of food crops through 
safety in use of pesticides and other agricultural chemicals; through 
harvesting, storage, transportation, processing and marketing; to 
composition of diets in relation to individual needs, preparation of 
food for consumption, and storage of food in homes and institutions. 
And, we must have information on the most effective educational 
methods for improving the food practices of various segments of the 
community. 

We must apply the Nation’s best resources of critical analysis and 
judgment to the identification of the most pertinent and promising 
questions and answers; we must share this responsibility with other 
departments and agencies within the Federal Government, and we 
must call upon resources of other levels of government, of academia, 
of industry, and of the consuming public. And, finally, we must create 
an effective mechanism for these purposes. 

Accordingly, the Department of Health, Education, and Welfare 
commits itself to the creation and maintenance of an office of nutrition 
charged with lead responsibility for: 

(a) Advising the Assistant Secretary on the development of 
programs designed to acquire through research the information 
needed to assure successful fulfillment of the Department’s 
responsibilities in respect to food, nutrition, and human health. 

(b) Advising the Assistant Secretary on the development of 
broad policies to make the most effective application of informa- 
tion being generated, both within and beyond the Department, 
for the improvement of the food and nutrition programs to the 
level of the consumer. 

(c) Assuring liaison with other Governmental agencies, with 
academia, with industry, and with consumer groups, such that the 
Department’s food and nutrition programs will be attuned to the 
greatest needs and opportunities for the improvement of health 
and will work in a complementary manner with those beyond 
the Department. 


5. Evaluation and Surveillance of Food and Nutritional Status. 
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Facts 
~ (a) USDA, DHEW and other public and private agencies monitor 
the disappearance/consumption levels of food in the United States, 
(14) the pesticide levels in food, (15) and the nutritional and health 
status of the population, in relation to socio-economic factors. (16) 
(b) Prelimimary and final findings indicate that there are serious 
continuous changes in the diets of all Americans. 
(1) X number of new food products are introduced to the 
consumer yearly. (17) 
(2) There are 34,000,000 American women working outside the 
home of which 38% have school-age children. (18) 
(3) Inflation has caused notable shifts in consumption of 
specific foods. (19) 
(4) X number of overweight Americans try weight loss diets 
each year. (20) 
(5) Cardiovascular risk patients are being advised by the 
American Heart Association to shift to low cholesterol, low 
saturated fat diets. (21) 


Assumptions 


(a) To maintain good health we must first know the condition of 
our food supply and the nutritional status of the population. 
(b) Continual changes in eating patterns are caused by: 
(1) The replacement of traditional food with modified and/or 
convenience foods. 
(2) Changing life styles. 
(3) The shrinking food dollar. 
(4) Legitimate and faddish health concerns. 


Conclusion 


Therefore, permanent ongoing measures are necessary to monitor 
and evaluate the continual changes in our food supply and eating 
habits and their ramifications for health. 


Policy statement 


Basic to any food and nutrition policy is the need to know, the need 
is an accurate and up-to-date system of surveillance and evaluation. 
The assessment process must necessarily address all activities now 
supported by the Department, ranging from identification and enun- 
ciation of the most sound principles of nutrition, and dietary and food 
practices; of food quality and safety; and of education and motivation 
of various population and industry sectors; to programs that are de- 
signed to assure access to the food supply. 

Into this evaluative process there must be built a means by. which 
the performance of Government, together with industry, the profes- 
sions, and the consuming public can and will be subjected to shrewd 
and realistic analysis which must lead to adjustments of future courses 
that will be assuredly ‘‘on target’’. 


6. International responsibilities: 
Facts 


(a) Plentiful food exists in the United States, evidenced by the 
amount of grain produced (X), vs the amount consumed by Americans 
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(X) (22). However, it currently is estimated that 500 million people 
in the world are starving or are malnourished. (23) 

(b) The Marshall Plan was the beginning of America’s formal 
commitment to assist other countries with their needs. (24) 


Assumptions 

(a) Because of our plentiful supply of food in excess of national 
needs, the United States is in a position to assist less developed coun- 
tries to meet their agricultural and nutritional requirements. 

(b) Many Americans feel that affluent countries have an obligation 
to share their resources with other nations in crisis situations with 
respect to food. 


Conclusions 


Therefore, the United States should make available its resources 
and expertise to enable underdeveloped countries to develop a strong 
base for independence in their food needs. 


Policy statement 


In considering any domestic policy we are obligated at least to 
consider the probable impact of our domestic actions on other nations, 
especially those in less fortunate circumstances. This does not imply 
a necessary obligation on the part of the United States to submerge 
its own welfare to that of other nations, but it does implicitly obligate 
the United States to choose the better of alternatives where the con- 
sequences are not substantial to the U.S. interests. Further, while 
considering alternative courses of action on domestic issues, especially 
in respect to the food supply, thought should be given to possibilities 
which may be advantageous not only to other nations but also bene- 
ficial to the health and welfare of the U.S. population. 

For example, it is accepted fact that animal sources are much more 
costly sources of protein than are the grains. To put the matter 
more directly, a given weight of certain grains meets the protein needs 
of more people than an equivalent weight of animal protein. Perse, this 
observation does not necessarily dictate a major shift in dietary prac- 
tices by Americans to conserve grain for the less sufficient nations, 
although this might be a compassionable act. But, if it were demon- 
strated that such a shift would be actually beneficial to American 
health, then evaluation of such a move would be worthy of serious 
consideration. 

To this end, the U.S. Department of Health, Education, and Wel- 
fare is deeply interested in and committed to enunciating the most 
appropriate and equitable means for providing food aid to the world’s 
hungry. 


APPENDIX Y 


DEPARTMENT OF HEALTH, EpUCcATION, AND WELFARE, 
Pusuic HEALTH SERVICE, 
February 7, 1976. 


Memorandum. 


To: The Secretary. 
From: Acting Assistant Secretary for Health. 
Subject: Statement on the health aspects of nutrition. 


The attached statement on the health aspects of nutrition is pro- 
posed as an informative expression of this Department’s commitment 
to improving the nutritional status of all Americans and a step towards 
the development of a national policy on nutrition. 

It is intended to provide a pattern of priorities to guide DHE W 
agencies in the planning and conduct of their nutrition-related 
programs. The effectiveness and productivity of agency nutrition 
programs can be improved by: 

1. Incorporating and giving explicit recognition to nutrition objec- 
tives in the plans of all health-related programs 

2. Assuring through the planning and budget process that full 
consideration is given to funding the nutrition components of all 
health-related programs, including the need for and feasibility of 
redirecting available resources. 

3. Hstablishing a method through which other Federal Depart- 
ments and members of the non-Federal sector, including the general 
public, can communicate easily with this Department, and obtain 
information, guidance, and expert assistance on the many interrelated 
aspects of nutrition. 

4. Maintaining close and continuing relationships with appropriate 
Federal Departments, such as Agriculture and State, to assure 
consistency in Federal policies on food and nutrition and full recognition 
of the health aspects of nutrition in such policies. 

To achieve these objectives, the Assistant Secretary for Health 
should be formally charged with the responsibility for providing 
policy guidance and coordination to agencies of the Department on 
the health aspects of nutrition and for formulating, in collaboration 
with them, a Department policy on nutrition. The policy would be 
reviewed annually to reflect all elements of Department programs 
and needs and would be included in the Forward Plan for Health. 
To maintain consistency in approach, the Assistant Secretary for 
Health should also be given responsibility for assuring effective 
communication and relationships with members of other govern- 
ment agencies and the non-Federal sector on matters of nutrition. 

It is my hope that this statement will generate dialogue on this 
subject within DHEW and with other Federal agencies and provide a 
basis for consensus on how the objectives of a DHEW nutrition policy 
can best be achieved. 

THEODORE CooprErR, M.D. 

Attachment 
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HEALTH ASPECTS OF NUTRITION 





PURPOSE AND SCOPE 


Adequate food and sound nutrition are essential to good health. Not 
only are they crucial for human survival and key factors in the pre- 
vention and recovery from illness, but they are prerequisites for im- 
proving the quality of life of Americans and other peoples of the world. 

Enunciation of a nutrition policy at this time reflects the growing 
concern of the Department, the scientific community, and the public 
about the role of nutrition in human health and a greater recognition 
of the opportunities for enhancing the Nation’s health through im- 
proved nutrition. 

The health dimensions of nutrition range from problems of mal- 
nutrition, obesity, and the quality and safety of the food supply, to 
the links between the foods we eat and the development of disease. 
These and related problems can be addressed productively if the 
resources and energies of DHEW are focused more deliberately on 
achieving the objectives of a common nutrition policy and if communi- 
cations among DHEW agencies and relationships with other Federal 
Departments are strengthened. 

The policy statement describes the Department’s major program 
objectives with respect to the health aspects of nutrition. The state- 
ment also serves as a framework around which DHEW agencies can 
shape program initiatives, increase or redirect resources, and establish 
more collaborative relationships among themselves with other 
Departments and with the non-Federal sectors. 


OBJECTIVES 


The goal of the nutrition policy is to improve the quality of life by 
enabling all Americans to reap the health benefits of sound nutrition. 

1. A high priority is to ensure that every American has access to an 
adequate supply of wholesome food which provides all nutrients known 
to be essential to maintain or improve health and vitality. 

To the extent that the supplemental income programs of DHEW 
affect access to nutritious food, the Assistant Secretary for Health 
shall work with the Commissioners of the Social Security Administra- 
tion and the Social and Rehabilitation Service to develop Depart- 
mental nutrition policy. Special attention shall be directed at the 
relationship between sound nutrition, the availability and cost of 
food, and policies of the Department of Agriculture. 

2. Nutrition concerns shall permeate all health-related activities. 
Nutrition shall become a mandatory component of these programs of 
public education, primary care and comprehensive health care funded 
cr supported by the Department: 
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In the planning, organization, and implementation of health care 
“systems. 
" As a vital part of direct health services available throughout the 
United States. 

In health planning and the prcevision of services to those population 
subsets at special risk of malnutrition and who have concomitant, 
special nutrition requirements: infants, young children, pregnant and 
lactating women, and the aged. 

In the management of diseases or other health problems which are 
initiated or aggravated by inappropriate or poor diets—e.g., dental 
caries, diabetes mellitus, hypertension, obesity, iron deficiency 
anemia, and certain forms of arteriosclerosis and cardiovascular 
disease. 

In the development and use of special diets for the treatment of 
diseases or other health problems—e.g., peptic ulcer, gout, heart 
failure, food allergy, phenylketonuria and other inborn errors of 
metabolism. 

In the training of nutrition and health-related personnel. 

3. Monitoring activities shall be needed to establish: 

The Nutritional Status of the Nation. This shall be accomplished 
through general surveillance activities at the national level, and 
through local surveys of high-risk populations. Such monitoring shall 
include the identification and full assessment of the extent and loca- 
tion of nutritional problems according to region, income, food avail- 
ability, ethnicity, and sex. This shall also include monitoring trends 
of the eating habits of the American people, as well as determining 
the long-range effects of chronic ingestion of various nutrients. Studies 
shall explore the immediate and long-term linkages between dietary 
habit, nutrition, and health. 

The results of surveillance and monitoring shall be linked program- 
matically to activities of the Department to promote and enhance the 
health and well-being of the population. 

Safe and High-Quality Food. To ensure the consumption of safe 
and wholesome food and nutrients, it 1s required that there be deter- 
mined the nutrient composition of foods and the presence of potentially 
hazardous substances—additives, artificial coloring and fortifiers—as 
well as inadvertent contaminants, infectious agents, toxins, or other 
dangerous materials as might naturally occur in foods. This also 
recognizes potential problems associated with the entry into the mar- 
ketplace of foods of uncertain composition as well as variations in the 
quality cf food that can result from changing agricultural practices, 
preparation, processing, packaging, transportation, and storage. Such 
measures require monitoring of food safety, basic and applied toxico- 
logical research and technical and financial assistance of State, local, 
and Federal governments. Finally, in order that the public may make 
safe and intelligent selection of foods, full and accurate labeling must 
be assured. | 

4. New knowledge shall be developed in the areas of: 

Biomedicat research in order to increase our knowledge of human 
nutritional requirements and improve our understanding of the 
individual and complementary actions of the more than 40 vitamins, 
minerals, amino acids, and other nutrients known to be essential in 
human growth and development. ; 
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Special attention shall be given to understanding the role of 
balanced nutrition in the prevention and treatment of disease, the 
improvement of maternal and child health, and its affect on the 
aging process. Research shall also be directed towards helping to 
resolve the controversy concerning true human protein needs and the 
feasibility of relying more heavily on grain as a source of protein. 
This not only provides an opportunity for possible improvement in 
health, but also offers an opportunity for more equitable and improved 
erain utilization in the face of increasing world demand for food. 

Behavioral research shall be directed at the problem of over- 
nutrition, including the study of the social and psychological factors 
contributing to overeating, obesity, and the wasting of food. It shall 
also focus on nutritional deficiencies and behavioral aspects of 
problems, such as alcoholism. 

Nutrition assessment. Critical to these efforts is the development of 
more effective and inexpensive methods of appraising the nutritional 
status of population groups. Additional research is needed to define 
human nutritional requirements more precisely. This information is 
essential for sound nutrition planning, food labeling, and the early 
detection of subclinical deficiency states. This new knowledge shall be 
brought into the realm of applied efforts in order to take on the task 
of ameliorating and preventing disease through improved diet. 

Health service delivery in order to better understand and improve 
methods of organizing, financing, and delivering nutritional services 
in our multidisciplinary health system and diversified society. Im- 
proved nutrition programs run by health departments, schools, 
churches, and other community organizations shall be a part of the 
national commitment to comprehensive health care. 

Methods of health education aimed at improving the widespread 
transfer and prompt application of old and new knowledge about 
nutrition. This knowledge must be judged valid and accepted as 
beneficial by the scientific nutrition community and pertinent Federal 
agencies. Further, nutrition information shall be presented to consumers 
in ways that are useful in selecting foods appropriate to individual 
nutritional needs. Finally, efforts shall be directed towards improved 
nutrition education for children in school, along with better nutrition 
counseling of mothers and pregnant and lactating women, as well as 
better provision of information to the medical community and to the 
population at large. 





APPENDIX Z 


DEPARTMENT OF HEALTH, AND WELFARE, 
OFFICE OF THE SECRETARY, 
Washington, D.C., September 24, 1975. 
To: Agency Heads. 
From: Assistant Secretary for Health. 
Subject: DHEW Nutrition Coordinating Committee. 


This is to officially acknowledge the expiration of the two-year 
charter authorizing the establishment and activities of the DHEW 
Nutrition Coordinating Committee (expiration effective April 4, 1975). 

In light of recent Department policy on health, food, and nutrition, 
and in view of the important role that nutriton plays in preventing 
illness and maintaining health as detailed in our Five Year Forward 
Plan for Health, I am evaluating various options in an effort to select 
the best organizational mechanism for addressing nutrition (and 
health) issues that relate to the Department. Meanwhile, issues 
relating to health and nutrition will be coordinated by my office, 
with contact and correspondence being made with appropriate agencies 
and divisions within the Department. 

THEODORE Coopsr, M.D. 
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